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1. Introduction
Stress is defined as a physiologic response to psychological and physical demands and threats
[1]. That is - when “environmental demands tax or exceed the adaptive capacity of an organism,
resulting in psychological and biological changes that may place persons at risk for disease”
[2]. Despite the challenges of measuring, defining, and studying stress, a large body of
literature documents the contributions of stressors and affective state during pregnancy on
birth outcomes [3]. In the last two decades, psychosocial stress has evolved to encompass
mental health states and stressors such as anxiety, depression, racism, lack of social support,
coping mechanisms, job strain, acculturation stress, and domestic violence [4].
In general stress is divided into acute and chronic stress. While stress may have some benefits
in responding to stressors, chronic stress has been shown to be associated with chronic diseases
including preterm birth. Acute stress is short-lived, an effective resolution to heightened
threats or demands [1]. Examples of acute stresses can be impending final exams for college
students, brief relationship arguments, and minor upsets in finances. Chronic stress persists
for longer period of time without resolution to threats or demands. Stressors that accompany
social racism, prolonged homelessness, living in sub-standard conditions, living in high crime
rate neighborhoods, and being a single parent are long-standing and chronic.
Mounting evidence has linked stress to multiple chronic diseases over the years. This is
particularly true in studies investigating preterm births. Preterm birth is one of the leading
causes of infant mortality and childhood morbidities and it is mainly caused by premature
rupture of membrane. Although some of the factors leading to premature births are known,
the cause for early labor is not fully understood. In the past decade, the influence of stress on
premature birth has received special attention. This chapter discusses the role of stress as it
relates to preterm birth. Additionally, the patho-physiologic mechanisms, risk factors, and
psychometric measures and biomarkers used to assess stress are examined.
© 2013 Cha and Masho; licensee InTech. This is an open access article distributed under the terms of the
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2. Poor birth outcomes and stress
Preterm and low birth weight, and intrauterine growth restriction are the leading causes of
neonatal and infant morbidity, mortality, and neurodevelopmental impairments worldwide
[5,6]. A preterm birth is the birth of an infant less than 37 weeks of gestation. Preterm birth
contributes to other adverse birth outcomes such as low birth weight (defined as 2,500 grams
or less), developmental delays, infections and cognitive impairment [7]. An extensive body of
research provides evidence for the relationship between stress and poor birth outcomes such
as prematurity and low birth weight. Other adverse health sequelae such as birth defects,
miscarriages, stillbirth, and maternal complications (i.e. preeclampsia, gestational diabetes,
and prenatal hemorrhaging) are also associated with maternal stress [8-11]. Occurring in 8 to
12 percent of all pregnancies worldwide, rates of preterm birth and low birth weight are higher
in the United States compared to other industrialized nations [12]. Despite efforts to improve
birth outcomes, preterm birth and low birth weight remain a major issue due to increasing
disparities in rates [13]. Moreover, certain subgroups are disproportionately affected by the
problem. For instance, in the U.S., African-Americans have almost twice the rate of low birth
weight and preterm delivery, and three times the rate of very low birth weight (<1,500 grams)
and very preterm delivery (<32 weeks) compared to Caucasian Americans [14]. High rates of
prematurity and low birth weight are of public health concern because they are the leading
causes of infant and neonatal morbidity and mortality [15]. Preterm infants are at higher risk
for serious complications such as respiratory, gastrointestinal, nervous system, and immune-
related problems [7].
2.1. Preterm birth
The first study to explore the relationship between stress during pregnancy and development
biology took place in the 1940’s with the advent of Sontag’s pioneering work [16]. Sontag
observed a relationship between emotional disturbance in pregnant mothers and hyperactive
fetuses and early feeding difficulties in their offspring. More than two decades later, Gunter
published a report on stressful environmental and psychological factors before and during
pregnancy and preterm birth among Afro-American women [17]. Twenty cases of women who
experienced preterm birth were matched with 20 women with normal deliveries. Gunter
conducted a thorough evaluation using a battery of assessments that included measures of
self-concept, psychosomatic and neuropsychiatric symptoms, and life events related to death
in the family, desertion, economic need, and physical disabilities. Results implied a relation‐
ship between psychosomatic conditions and life or social situation of the mother were related
to the outcome of pregnancy. Until the 1990’s, many investigations on stress and preterm birth
were largely retrospective, riddled with weak conceptualizations and methodological
problems that limited conclusions [18]. Since then, the body of research on psychosocial stress
and preterm has grown substantially, and though there are conflicting reports, studies have
shown that women experiencing high stress are 1.5 to 3 times more likely to experience preterm
delivery than less distressed women [7,19,20].
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Dole and colleagues conducted a study to examine a comprehensive panel of psychosocial
factors among which included negative life events, pregnancy-related anxiety, and other
stressors in relation to preterm birth in a prospective cohort study of nearly 2,000 pregnant
women in North Carolina [21]. They found that women in the highest negative life events
impact quartile had the highest risk of preterm birth (adjusted RR = 1.8, 95% CI = 1.2 to 2.7).
Further, pregnancy-related anxiety in mid-pregnancy predicted spontaneous preterm birth
even after controlling for a wide range of confounding variables (RR = 2.0, 95% CI = 1.6 to 3.9).
There is converging evidence across studies of diverse populations regarding the adverse
effects of pregnancy anxiety on preterm birth [3]. Pregnancy anxiety, defined as fears and
anxiety related to the health and well-being of the baby, childbirth, and postpartum parenting,
predicts the risk of spontaneous preterm birth with consistent results for various racial and
ethnic groups [3,22].
Dunkel Schetter and Glynn conducted a systematic review for the relationship between
various types of stress and preterm birth [23]. This comprehensive study included more than
80 studies of which most had prospective designs with robust sample size and validated
measures. Authors reported that stressful life events, major community-wide disasters,
chronic stressors, and pregnancy anxiety increased the risk for preterm birth. Of the studies
assessing major life events during pregnancy, more than half reported significant effects on
gestational age or preterm birth. Women who experienced stressful life events such as the
death of a family member were 1.4 to 1.8 times as likely to have a preterm birth. Similar to
other studies, the estimate of effect was stronger when stressful life events took place earlier
in the pregnancy. Other types of stress brought on by natural disasters or terrorist attacks,
chronic strain (i.e. general, household, homelessness), and neighborhood stressors (such as
poverty and crime) also contributed independently to the risk of preterm birth or gestational
age. Although studies that used standard scales to measure daily hassles showed no significant
effect on birth outcomes, using combinations of perceived stress measures predicted preterm
birth in some studies [15,24,25].
Two main factors have emerged as central in better understanding the impact of life event
stressors on preterm birth: timing of stressor and self-perceived stress [26]. Several studies
have shown a decline in psychological and physiological stress response in pregnant women
as pregnancy progresses [27-30]. A paper published in 2001 by Glynn and colleagues reported
that women who lived through the Northridge earthquake in California showed a differential
response to the psychological effect of the earthquake depending on their gestational age at
the time of the event [28]. There was a significant association between women who experienced
the stress early in the pregnancy and shorter gestational age at delivery. Participants in the
first trimester also evaluated the earthquake as more upsetting and aversive than women in
the second or third trimester scoring higher on a life events inventory. Similar results were
observed among women who lived through the aftermaths of the terrorist attacks at the World
Trade Center on September 11, 2001 [31]. Women who were in their first trimester at the time
of the stressful incident showed shorter gestational times than controls; however no difference
was observed among women in the second trimester. Considering the time frame of maternal
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exposure to stress and self-perceived severity of stress may be important in understanding
how women’s response to stress has an impact on fetal development.
2.2. Low birth weight
Chronic  stressors  are  robust  predictors  of  low  birth  weight,  infant  weighing  less  than
2,500 grams at  birth [32].  Although a  significant  proportion of  low birth weight  infants
are  preterm  births,  several  studies  have  reported  the  impact  of  stress  on  low  birth
weight. A recent population-based cohort study conducted by Brown et al. sought to ex‐
amine the social determinants of low birth weight in Australia [20]. One in six women re‐
ported  three  or  more  stressful  life  events  or  social  health  issues  in  the  12  months
preceding the last  birth.  Women coping with multiple life  events remained significantly
more likely to have a low birth weight infant after adjusting for smoking, number of pre‐
natal  visits,  and  other  known  covariates.  Specifically,  women  reporting  three  or  more
stressful  events  or  social  health  issues  had a  twofold increase  in  odds of  having a  low
birth  weight  infant  compared to  women reporting  no  issues.  In  a  U.S.  study,  maternal
stress was associated with 2 to 3.8 times the risk of low birth weight among a sample of
nearly 1,400 pregnant low-income women [33]. In fact, there is a 55-gram reduction in in‐
fant birth weight or low birth weight for every unit  increase of  stressful  life  event [34].
Similar results have been observed elsewhere in European countries [35-37].
In Amsterdam, Paarlberg et al. recruited almost 400 women from several obstetric outpatient
clinics to conduct a prospective study on stressors and low birth weight [36]. Questionnaires
on daily stressors, psychological and mental well-being, and social support were completed
by women throughout their pregnancy. Having experienced daily stressors in the first
trimester was associated with an increased risk of low birth weight. Indeed the relationship
was strongest when multiple exposures interacted to contribute to a compromised fetal
growth. In Scotland expectant mothers perceiving high levels of household stress at 20 weeks
gestation had increased odds of low birth weight (OR = 4.7, 95% CI = 1.5 to 13.4) [35]. Results
from the Scotland study suggests that the relationship between psychosocial stress and low
birth weight may be attributable to variation in energetic intake and expenditure. For example,
pregnant women who carry the burden of running a household without the support of a
husband or partner may suffer inadequate nutritional provisioning and greater workload,
reducing maternal and fetal weight gain.
Overall, preterm birth and low birth weight are commonly studied together as tandem
outcomes because infants born preterm are often of low birth weight. It has been estimated
that two-thirds of low birth weight infants are born preterm [3]. Prior work in the field had
the tendency to combine various psychological processes into one psychosocial category that
typically consisted of stress, emotions, coping, social support, and more. However, a growing
body of research supports differences in the psychological processes involved in the etiology
of both birth outcomes [23,25]. While pregnancy anxiety appears to be a strong predictor of
preterm birth, depression and chronic strain appear to be stronger predictors of low birth
weight [23]. Epidemiologic and social behavioral studies on the psychological pathways
contributing to these two birth outcomes deserve individual attention. Disentangling the
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components of psychological processes may lead to improved intervention models for at risk
populations and better inform health policies that seek to reduce preterm and low birth weight.
Defined as “cognitive and behavioral efforts to manage stressful demands” coping may
directly affect birth outcomes, minimize perceived stress, or modify the effects of stress on
birth outcomes [23]. However, very little studies exist on the relationship between birth
outcomes and coping during pregnancy. A direction for future research may be to consider
various coping processes in pregnancy and strategies to effectively reduce anxiety and
understand resilience in the face of adversity.
3. Mental health and stress
Stress plays an important role in the development and worsening of mental illness such as
depression or anxiety disorders [38-41]. Depression and anxiety are approximately twice as
prevalent globally in women as in men [42]. Approximately one in five women will experience
depression during her lifetime with the typical age of onset during the reproductive years
[43,44]. Estimates on the prevalence of antenatal depression, or depression during pregnancy,
can vary depending on the criteria used but can be as high as 16 percent with increasing
proportions in the year following delivery [42,45]. The contribution to the Global Burden of
Disease (GBD) of only three mental disorders (i.e. mood disorders, schizophrenia and specific
anxiety disorders) among women aged 15 to 44 years is seven percent of the total GBD for
women of all ages [46]. In fact, depression is fourth among all causes of GBD for women and
is expected to rank second by the year 2020.
There has been a growing interest in the potential etiologic association of psychosocial factors,
including maternal depression with birth outcomes given a number of studies that support
the relationship between stress and maternal depression [47,48]. For example some studies
have highlighted the key role of maternal depressive symptoms and general distress during
pregnancy on reduced fetal growth, low birth weight and preterm birth [48,49]. The impact of
maternal mental disorder on infants goes beyond just delayed psycho-social development but
has severe health consequences that are of considerable concern in developing countries.
Postpartum non-psychotic depression is the most common complication of childbearing
affecting about 10 to 15 percent of all women [50]. The perinatal period is a time of increased
physical and emotional demands on expectant or newly mothers and the disability associated
with depression can interfere with many essential functions related to both the mothers and
infant. Maternal mental health has been associated with reduced breast-feeding, severe
malnutrition, stunted growth, increased episodes of diarrhea and lower compliance with
immunization schedules [46].
Psychiatric research on pregnancy has largely focused on diagnosable mental disorders such
as anxiety and depressive disorders and posttraumatic stress disorder following negative life
events or experiences [51]. However, scientific research outside psychiatry has also provided
useful information on clinical symptoms during pregnancy using tools such as the Edinburgh
Postpartum Depression Scale (EPDS), Beck Depression Inventory, or the Center for Epide‐
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miological Studies Depression Scale [51]. Scores are commonly kept continuous to evaluate
symptom severity or often dichotomized to create groups of depressed and non-depressed
women as proxy for diagnosed cases. Current understanding of negative affective states
during pregnancy and its impact on birth outcomes is mostly based on studies of symptoma‐
tology rather than on confirmed diagnoses.
In a recent review, anxiety during pregnancy was identified as a significant predictor of
gestational age and preterm birth in seven of 11 studies [23]. Results were more consistent for
pregnancy anxiety or pregnancy-specific anxiety which, unlike general state anxiety, is a
distinct syndrome reflecting fears about the health and well-being of one’s baby, pregnancy,
childbirth, and postpartum parenting. One large prospective study of 4,885 births found that
women with high pregnancy anxiety had 1.5 times greater risk of a preterm birth after
controlling for confounders [22]. Furthermore, pregnancy anxiety predicts risk of spontaneous
preterm birth with effect sizes comparable to the effects of known risk factors such as smoking
and medical risks [51].
Prior findings on the relationship between antenatal depression and gestational age or preterm
birth have been relatively inconsistent and inconclusive [52]. Dunkel Schetter and Glynn
reported that 11 out of 14 reviewed studies showed no effect on gestational age due to
depressed mood or symptoms of trauma. Furthermore, the three studies that reported
association had some methodological limitations [23]. One study from the U.S. had a small
sample size of 120 rural women between 16 to 28 weeks gestation and depression symptoms
was determined by two screening items [53]. Another study took place in France where 634
pregnant women were assessed using self-administered questionnaires to determine anxiety
and depression. Depression was positively associated with spontaneous preterm labor but
with large confidence intervals and only among women with a pre-pregnancy body mass index
of less than 19 (adjusted OR = 6.9, 95% CI = 1.8 to 26.2) [54]. In a large study, Orr et al. found
that women with an elevated depressive symptom score had 1.96 times the odds of experi‐
encing spontaneous preterm birth compared to women with a lower score (95% CI = 1.04 to
3.72) [55]. This U.S. study had a large sample size of 1,399 but only African-American women
were included in the study [55].
Due to the conflicting results and limitations related to methodological designs, sample size,
biases, and populations studied, Grote et al. conducted a thorough meta-analysis of antenatal
depression and the risk of preterm birth, low birth weight, and intrauterine growth restriction
[56]. Prospective observational studies in English and non-English languages from 1980 to 2009
were compiled for consideration. A total of 29 articles were included in the analysis. Twenty
studies evaluated the association between antenatal depression and preterm birth with relative
risk estimates ranging from 1.01 to 4.90. Eleven of the studies showed no significant association
but using a random-effects model, depression during pregnancy was significantly associated
with preterm birth (RR = 1.13, 96% CI = 1.06-1.21). Furthermore, there was a slightly increased
risk for low birth weight (RR=1.18, 95% CI = 1.07-1.30). Thus, antenatal depression, regardless
of the type of depression measurement (categorical or continuous) was associated with modest
but significant risks of preterm birth and low birth weight. Further, based on categorical
measures of antenatal depression, having major depression or clinically significant depressive
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symptoms increased the risk of preterm birth by 39%, low birth weight by 49% and intrauterine
growth restriction by 45%.
Although the evidence for the association between pregnancy anxiety and gestational age or
preterm birth is more robust, depressed mood and chronic strain is often more consistently
linked to fetal growth and low birth weight [57]. In a population-based retrospective cohort
study of more than 500,000 births in California, psychiatric diagnoses predicted low birth
weight after adjusting for marital status, ethnicity, and prenatal care adequacy [58]. In another
study of 1,100 women screened for psychiatric disorders during pregnancy, women with a
depressive disorder had significantly higher odds of giving birth to infants with low birth
weight (OR = 1.82) [59]. Research on the psychological pathways contributing to low gesta‐
tional age and birth weight deserve individual attention with special emphasis on the type
and severity of mood disorders.
Animal models and human studies have also shown that psychosocial and physiological
stressors during pregnancy are associated with long term changes in infants’ cognitive,
physiologic and behavioral outcomes [60-62]. Untreated prenatal depression is the most robust
predictor of postpartum depression and has serious consequences for infant and child’s
development [63]. The most direct evidence comes from animal studies with prenatal expo‐
sures to physical stressors such as repeated electrical tail shock, immobilization, noise, and
various forms of social stress [64-67]. In other studies using human participants, pregnant
women who perceived themselves as stressed gave birth to infants with more difficult
behavior, and anxious pregnant women had infants with poor attention regulation in the first
year of life [68]. The offspring of women with increased levels of prenatal stress also demon‐
strated increased restlessness, behavioral problems, and attention regulation issues at two
years of age [69]. Untreated postpartum depression leads to chronic recurrent depression and
interfere with their children’s emotional, behavioral and cognitive well-being later in life [70].
A growing body of evidence indicates that depression during pregnancy is associated with
risky behaviors and adverse health practices, such as poor nutrition, delayed prenatal care,
adherence to medical recommendations, use of alcohol, cigarettes, and illicit substances which
may lead to adverse birth outcomes [58,71-73]. The concomitant effects of depression and stress
can influence lifestyle behaviors such as prenatal smoking and cessation behaviors [74]. In fact,
one study showed that among pregnant women in the second trimester, smokers were
significantly more likely to report depressive symptoms than never-smokers [75]. These
lifestyle behaviors could account for a large portion of the risk for adverse birth outcomes.
Grote et al. observed smoking had a dose-dependent relationship with preterm birth where
smoking more than 10 cigarettes a day increased the likelihood of a early preterm birth of 33-36
weeks by 40 percent and of preterm birth at 32 weeks or less by 60% [56]. In addition, the
magnitude of risk for preterm birth and low birth weight posed by antenatal depression was
comparable to the risk of smoking 10 or more cigarettes a day. The pharmacological properties
of nicotine may serve as a coping strategy for dealing with negative affect among women [76].
Women with psychosocial problems such as depression may be less confident in their changes
of successful smoking cessation. Smoking may also provide a quick and direct reinforcement
to depressed women with reduced capacities to initiate efforts to quit smoking [77].
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4. Mechanisms of stress and preterm birth
There are multiple physiologic pathways that mediate the relationship between prenatal stress
and poor birth outcomes. Primary hypothesized mechanisms for the impact of stress on
preterm birth are through the neuroendocrine, inflammatory or immune, and behavioral
pathways [25].
4.1. Biomedical individualism
Research on chronic stress and pregnancy gathered momentum during the 1990s at which time
strong work on psychosocial, neuroendocrine, and preterm birth was generated [1]. Several
prospective studies with large sample sizes and standardized measures of stress gave re‐
searchers the confidence to proceed with the understanding that stress is a risk factor for
preterm delivery although the mechanisms are not fully understood [78]. In contrast, consid‐
erably less biopsychosocial research has been conducted on the mechanisms linking stress and
low birth weight [3]. Nevertheless, a large proportion of work has focused on two main
hypothesized biological mechanisms for preterm birth: the neuroendocrine and inflammatory
pathways [78]. Though a smaller subset of preterm birth is attributed to vascular factors, the
bulk of existing research has focused on the first two physiological mechanisms [3].
4.2. Physiologic stress response
Experiencing major life events, pregnancy-related anxiety, and racism or discrimination can
exacerbate levels of perceived stress among individuals while higher coping skills and greater
social support can be protective. While the process may vary depending on the quality (i.e.
psychological or physical), strength and duration of stressors, exposure to stress can lead to
two physiologic sequence of events involving the autonomic nervous system and hypothala‐
mic-pituitary-adrenal (HPA) axis [1]. Figure 1 depicts the physiologic response to stress as it
relates to preterm birth. Corticotrophin-releasing hormone (CRH) plays a key role in initiating
and regulating the physiologic stress response. The release of CRH from the hypothalamus to
the anterior pituitary initiates the systemic release of adrenocorticotropin hormone (ACTH),
which signals the adrenal glands to release glucocorticoids (i.e. cortisol) [1]. Neuronal regu‐
lators of the central arousal and systemic sympathetic adrenomedullary systems are inner‐
vated to release norepinephrine from a network of neurons throughout the brain resulting in
enhanced arousal and increased anxiety [79]. Activation of the autonomic nervous system and
HPA axis results in physiologic and behavioral changes characteristic of “fight or flight”
responses [80]. The secretion of CRH is down-regulated through a negative feedback loop
where increased cortisol levels signal the hypothalamus to reduce further CRH release. Acute
or short-term stress prompts the successful return to homeostasis. Long-term activation may
indicate the chronic nature of stress or the body’s inability to effectively respond to stressors.
It has been suggested that constant exposure to stress has cumulative effects of “wear and tear”
on the body and this concept of “allostatic load” places individuals at risk for adverse health
outcomes such as preterm birth [32,81,82].
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4.3. Neuroendocrine
Pregnancy  involves  significant  changes  to  neuroendocrine,  immune,  and  vascular  func‐
tioning that affects the uterine environment for fetal development and parturition [83]. In
fact,  it  has been reported that  up to 25 percent of  preterm births are attributable to the
influence of stress on neuroendocrine mechanisms [3]. As described earlier, there are two
principal components of the stress response system, the CRH-releasing HPA axis and au‐
tonomic  nervous  system  (locus  ceruleus-norepinephrine  system  or  LC/NE)  [84].  Under
stress, the principal regulators of the HPA axis, or CRH and arginine-vasopressin (AVP),
are released by the hypothalamus into the hypophyseal portal system leading to the se‐
cretion  of  ACTH by  the  pituitary.  CRH is  the  most  potent  agonist  for  the  secretion  of
ACTH  and  beta-endorphin  from  the  anterior  pituitary.  However,  in  the  presence  of
stress, ACTH can also be regulated by other peptides such as AVP, oxytocin, and vasoac‐
tive intestinal peptide [78]. ACTH is transported to the adrenal gland where it stimulates
both  the  synthesis  and  secretion  of  glucocorticoids,  aldosterone  and  adrenal  androgens
[78].  It  is interesting to note that there has been growing interest in observed racial and
ethnic differences for  CRH and ACTH during pregnancy although the mechanisms and
reasons for the differences are not well understood [78,85,86].
Circulating levels of CRH-binding protein decrease substantially towards the end of preg‐
nancy resulting in increased levels of plasma CRH [87]. During pregnancy and immediately
following birth, maternal hypothalamic CRH secretion is suppressed due to the levels of
circulating cortisol; thus, increasing levels of stress-induced CRH may interfere with the
hormonal balance [88]. Process variations that underlie fetal growth have an influence on
maternal physiologic changes, which in turn, moderate the effect of maternal stress exposure
on the developing fetus. This bidirectional relationship between mother and fetus is dynamic
and repetitive during pregnancy [89]. Placental CRH plays an important role in preparing for
uterine growth and perfusion by communicating between the placenta and adrenal gland to
release cortisol into maternal and fetal circulation [78]. In late gestation, cortisol produced by
the fetal adrenal cortex blocks the inhibitory effects of progesterone on placental CRH
production and leads to a surge in CRH in the placenta [90]. Placental CRH passes directly
into the fetus and helps stimulate the fetal adrenal gland directly to increase dehydroepian‐
drosterone, a precursor for placental estrogen production [91,92]. The conversion to estrogen
subsequently affects gap junction formation and oxytocin receptor expression by the myome‐
trium and prostaglandin production that are important events for facilitating uterine contrac‐
tion and labor [90]. In the presence of chronic or sustained stress, premature or exponential
release of CRH gene expression in the placenta may lead to altered physiology of parturition
which produces uterine contractions and result in early delivery [93]. This has served as the
basis for the placental clock theory under which gene expression and over-production of CRH
in the placenta affects gestational length [94]. In addition to prematurity, abnormalities in
placental CRH secretion due to stress may be involved in the pathogenesis of fetal growth
retardation and preeclampsia – three leading causes of perinatal morbidity and mortality in
developed countries [95].
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Glucocorticoids exerts a broad range of effects throughout the body, one of which is to inhibit
the activation, proliferation, and function of cells involved in immune response [96-98]. Short-
term stress prompts the successful return to homeostasis while chronic stimulation of the HPA
axis results in hypercortisolemia. Hypercorisolemia is associated with the suppression of
growth and sex hormones, a diminished feedback loop, increased risk for a coronary heart
disease event, insulin resistance, and obesity [99-102]. In a review of the literature on preterm
birth, neuroendocrine markers, and psychosocial factors, Latendresse found that women who
had higher plasma concentrations of CRH, ACTH, and cortisol, higher perceived stress or
anxiety scores, more risky behaviors like smoking, and lower education were at increased risk
for preterm birth [1]. Further, African-American women had higher levels of CRH and were
more likely to have preterm infants. In fact, perceived stress and elevated CRH accounted for
20% of the variance in gestational age at birth [103].
Modified from Dunkel Schetter [3]
Figure 1. Physiologic Stress Response in Relation to Preterm Birth
4.4. Inflammatory/immune system
Maternal and placental hormones also play a role in the inflammatory pathway [87]. It has
been reported that repeated episodes of stress can induce a chronic inflammatory process
which is associated with inflammatory-related diseases such as atherosclerosis [104]. Inflam‐
mation is characterized by an increased production of pro-inflammatory cytokines in response
to threats to tissue. The events that regulate homeostasis of the immune system and protective
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response are coordinated to a large extent by cytokines regulated through type 1 and 2 helper
T cells (Th1 and Th2, respectively) [105].
The immune response and inflammation that takes place during the process of fetal im‐
plantation is primarily a Th1 response with the secretion of tumor necrosis factor (TNF-
β),  interferon-gamma  (฀-IFN),  and  interleukins  (IL-2)  [78].  Since  pregnant  women  only
share half of the fetal major histocompatibility complex (MHC) antigens, a certain degree
of  immunosuppression is  required to  keep the  fetus  in  the  uterus  [105].  If  the  Th1 im‐
mune response persisted beyond early implantation,  the pregnancy could not be viable.
Thus, the immune system cedes to Th2 with a different set of cytokines (i.e.  IL-4, IL-10,
IL-13) that prevents rejection of fetal implantation by suppressing Th1 and promoting hu‐
moral  immunity  [78].  If  this  system  or  balance  of  cytokines  was  disrupted,  this  could
lead to an abnormally high production of Th1 pro-inflammatory cytokines (e.g. TNF-α, ฀-
IFN) resulting in spontaneous abortion and fetal  death.  Cytokines produced by Th1 de‐
stroys vascular endothelial cells which leaves the embryo vulnerable to ischemic death by
increased pro-coagulant secretion [106-108].
Various factors have been known to promote a shift of the pregnancy-protective Th2 cytokine
towards a Th1 response resulting in fetal death. For instance, endotoxin is a potent abortogenic
substance that stimulates microphages to release cytokines in mice [109]. In addition, the
exposure of pregnant mice to a stressor during the implantation period has been known to
activate T cells, mast cells, and macrophages in the uterus, resulting in increased secretions of
TNF-α [110]. Both pregnancy and stress share a common effect on the immune system – the
switch from Th1 to Th2 immunity. Further research is needed to understand the interaction
between the two systems to cause disease and elucidate why some people may be more
susceptible to adverse birth outcomes or infections.
A psychosocial stress-induced release of glucocorticoids and catecholamines may cause
excessive immune response through an exaggerated Th2 response and suppressed Th1
resulting in a greater risk of infection during pregnancy [78]. Reproductive and urinary tract
infections, sexually transmitted diseases, and periodontal disease can pose serious risk for
preterm birth. For medically indicated causes of preterm birth, stress mediates the promotion
of preeclampsia which is also associated with high levels of circulating inflammatory markers
[19]. A large proportion of preterm births have been attributed to the inflammatory pathway
[111]. Further, high levels of chronic stress have been linked to vaginal bacterial infections at
an individual and community level [128]. One must consider the role of genetics in the stress-
immune interaction. However, there are no clear or definitive studies that elucidate how the
effects of prenatal stress on birth outcomes may be partially mediated by inflammatory
processes [3].
5. Fetal programming and life course perspective
Preterm birth is a multifaceted difficult problem and a growing body of work highlights the
need for a paradigm shift in considering the interplay of biological, behavioral, psychological,
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and social factors on improving birth outcomes. The life course perspective may be a useful
way to think about maternal stress and preterm birth. This conceptualizes reproductive and
birth problems as a result of the culminating experiences and exposures during the life course
of the mother [82]. In other words, factors occurring throughout a woman’s developmental
lifetime, not just during the perinatal period, can alter the quality of the intrauterine environ‐
ment for her offspring and have a lasting impact on their health. Research in this area has
begun to shed light on possible mechanisms through which longitudinal factors produce
adverse birth outcomes, such as preterm birth. Two broad mechanisms have been proposed –
early programming and cumulative pathway [82].
The  early  programming model  suggests  that  exposures  or  experiences  (i.e.  stressful  life
events) that occur at a critical period in the developmental process can alter the structure
or functioning of an organism or system that becomes manifest in health and risk of dis‐
ease later in life [82]. Although the biological underpinning for this model is not fully un‐
derstood,  some  have  attributed  this  phenomenon  to  poor  fetal  nutrition.  This  notion
forms the basis  for  the Developmental  Origins of  Adult  Disease Hypothesis  or  Barker’s
Hypothesis where under-nutrition during gestation increases risk for adult onset diseases
[129-131]. Earlier animal models have indicated a critical or sensitive period in early life
for  the  effect  of  altered  fetal  nutrition  on  metabolism,  growth,  neurodevelopment  and
major disease [132-136]. Although there are no studies that clearly support programming
of reproductive potential, one study came close to relating maternal intrauterine environ‐
ment to future reproductive outcomes. Lumey et al. found that women exposed in utero
to a war-induced famine during the first and second trimesters gave birth to the lowest
birth weight infants compared to women who were exposed in utero during the third tri‐
mester  [137].  Human  studies  on  birth  outcomes  and  cardiovascular  disease  have  also
demonstrated that an adverse intrauterine environment can have long-term effects on fe‐
tal development and lead to its increased risk for adult-onset chronic disease such as dia‐
betes and hypertension [138,139].
Research indicates a relationship between maternal stress during pregnancy and subsequent
cognitive, emotional, and behavioral problems in offspring possibly through the hypothalamic
pituitary axes [140-145]. It has been suggested that the association of stress and preterm birth
may be mediated by epigenetic changes in the glucocorticoid receptor gene in the developing
brain [146]. Perinatal stress is associated with HPA axis hyperreactivity and may be due to
feedback resistance as a result of decreased expression of glucocorticoid receptors [147-149].
Mizoguchi et al. observed stress-induced attenuated glucocorticoid negative feedback among
animals undergoing chronic stress. Maternal affective disorders have been known to alter fetal
HPA axis and physiology [149,150].
As researchers continue to study preterm birth and the role of stress at earlier points in
pregnancy  or  during  childhood,  this  can  help  elucidate  the  extent  to  which  maternal
stress  affects  fetal  growth and development.  For  example,  in  a  study by Field et  al.  on
pregnancy  anxiety  and  neonatal  behavior,  newborns  to  high  anxiety  mothers  showed
more  state  changes  and  poor  performance  on  the  Brazelton  Neonatal  Behavior  Assess‐
ment  Scale,  which evaluates  motor  maturity,  autonomic stability,  and withdrawal  [151].
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Further,  high  anxiety  mothers  had  significantly  increased  prenatal  norepinephrine  and
lower dopamine levels than low anxiety mothers. Further studies have reported that pre‐
natal stress is related to offspring temperament, later behavioral and emotional problems,
and  worse  attention  and  concentration  [68,140,152].  These  suggest  that  maternal  stress
and affective state can have a significant impact on fetal neuro-development and persist
throughout the lifespan of the child [124]. In addition, it shows that fetal brain function‐
ing can be altered by measured maternal neuroendocrine dysregulation which has clini‐
cal implications when considering effective interventions to improve health outcomes.
The cumulative pathway model hypothesizes that constant exposure to stress has cumulative
effects of “wear and tear” on the body’s regulatory process, and this concept of “allostatic load”
places individuals at risk for adverse health outcomes such as preterm birth [32,81]. There is
still much to be learned on the process of cellular aging and how stress can accelerate the
process. However in a landmark study that assessed psychological stress and a proxy for
measuring age, Epel et al. found that an accelerated chromosomal telomere shortening was
associated with higher levels of perceived stress in premenopausal women caring for their
chronically ill children [153]. Telomeres are DNA-protein complexes that cap chromosomal
ends and promote stability. Women with the highest level of perceived stress had shorter
telomere lengths that were equivalent to aging ten years compared to women with low stress.
Further, both perceived stress and long-term exposure to stress was significantly associated
with higher oxidative stress and lower telomerase activity. This suggests that chronic stress
contributes to increasing allostatic load, resulting in rapid cellular aging and subsequent risk
of dysfunction and disease typically associated with older age. The identification of such
markers within the context of pregnancy, and in relation to preterm birth could be illuminating.
Chronic and repeated exposure to stress has also been linked to immune-inflammatory
dysregulation, insulin resistance, and obesity [99-102]. Suppressed immune system could
increase the likelihood of genital tract infections at conception and early pregnancy. Failure to
treat pathogens by mid-gestation can lead to preterm labor or premature rupture of membrane
[111]. Similarly, overexposure to high levels of glucocorticoids can also lead to exaggerated
hyperactive HPA response to stressors which may reflect the inability of the HPA axis to self-
regulate [112,113]. Women who experience stress may yield a higher output of norepinephrine
and cortisol which could increase CRH gene expression and subsequently lead to preterm
birth. These two mechanisms - HPA hyperactivity and immune-inflammatory system –
increase the risk for developing cardiovascular diseases, cancers, and experiencing adverse
reproductive outcomes.
Several studies relate health disparities in the U.S. to the cumulative differential exposures to
damaging physical and social environments [82]. This is evident in studies where preterm birth
is a proxy for early health deterioration or “weathering” by age, abuse and trauma, income
and poverty [114-116]. For example, Love et al. explored the transgenerational effects of
poverty on preterm birth, low birth weight and small for gestational age [116]. Authors found
that the age for African-American women to experience the lowest birth weight was less than
20 years which deteriorated with increasing age groups compared to White women whose
lowest rate of low birth weight was in their late 20s. The degree of weathering for African
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American women, with regards to low birth weight, small for gestational age, and preterm
birth, depended on the duration of exposure to low-income neighborhoods and disappeared
for those living in non-poor areas. In contrast, no group of white women exhibited weathering
even while living in poorer neighborhoods. The biological mechanisms by which a lifetime of
differential exposures to discrimination, social inequities and poverty leading to health
disparities is not well understood. However, the life course perspective theory frames the
issues in such a way that vulnerability to preterm birth or low birth weight is not restricted by
time or space, but is all-encompassing, considering the full range of biological, psychological,
financial, behavioral and interpersonal stressors and exposures that have become manifested
in the widening gap between racial and ethnic groups on many health indicators.
6. Factors that influence stress
There are a multitude of factors that can affect an individual’s stress level, including socio-
demographic characteristics and environmental and social influences. Stress levels can vary
depending on gender, race, life-events, and resiliency. Currently, stress research is fragmented
into two mutually exclusive categories – childhood stress and adult or adolescent stress –
failing to fully explore the potential connectivity between them. Studies have reported striking
evidence on the influence of childhood stressors on neuro-endocrine systems and mental
health disorders later in life [117-122]. A recent study by Danese et al. suggested that children
exposed to adverse life events, exhibited psychological and physiological abnormalities as
adults [123]. This is further documented by DiPietro who reviewed the role of prenatal
influences on child neurodevelopment [124]. In addition, Kingston et al. linked childhood
stress with prenatal stress which has a significant impact on poor birth outcomes, particularly
preterm births [125]. This suggests the significance of a life course pathway to prenatal stress,
which in fact includes childhood and adulthood socioeconomic positioning. Furthermore, it
alludes to the recent movement in understanding the impact of maternal stress and designing
interventions to address the issue of preterm births using the life course perspective [82]. The
life course perspective is grounded in the theory that reproductive and poor birth outcomes
are the result of the culminating experiences and exposures to stressful assaults during the life
course of the mother. The mechanism for this theory is further discussed in the previous section
on “Fetal programming and life course perspective”.
Although the life course perspective calls for understanding of stress through the life of a
prospective mother starting in utero, studies that examine these influences through the
developmental stages are lacking. Existing literature predominantly focus on stress during
pregnancy and its impact on poor birth outcomes. Various sources have estimated between 25
to 75 percent of women experience stressful life events or social health issues during the
antenatal period [20,126]. It has also been reported that about 18 percent of women experience
three or more stressful life events during pregnancy [20]. Previous studies have shown that
maternal psychosocial stress is associated to education, personality traits, demographic
characteristics, and environmental and social influences [2]. Research conducted outside the
U.S. reports similar risk factors for stress with regards to age, parity, and prenatal care
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adequacy [20,127]. Demographic factors such as age, marital discords, intimate partner
violence, low education and income are some factors that predispose women to certain levels
of stress. Furthermore, stressful life events such as extreme financial distress, death in the
family, accidents, injuries, persistent discrimination and other mishaps pose major stress. In
fact, most of the psychometric assessments that are validated to measure stress are based on
enumerating the occurrence of these life events.
6.1. Lifestyle factors
Stress is known to influence lifestyle behaviors such as smoking, alcohol use, illicit substance
use, physical activity and diet. These are also known risk factors for preterm births and
relatively amenable to intervention. One of the main preventable causes of preterm births is
smoking. Unfortunately, the number of stressful events is inversely associated with smoking
cessation. In fact, women reporting three or more stressful events are half as likely to quit
smoking compared to women who report no stressful events in the previous year [74]. Smokers
during pregnancy tend to be single, of low income, less education and other factors associated
with smoking include physical and sexual abuse and high stress levels [154,155]. It has been
proposed that since nicotine a vasoconstrictor, reduces the flow of nutrients and oxygen to the
developing fetus, this may result in low birth weight infants, reductions in body length and
head size, and other perinatal complications [156]. Smokers tend to have less weight gain
during pregnancy and in fact, inadequate maternal weight gain has previously been associated
with spontaneous preterm delivery and low birth weight infants [157].
High  psychosocial  stress  has  also  been  linked  to  use  of  substance,  drugs,  and  alcohol
[155,158]. There is considerable evidence on the significant association between acute and
chronic stress and substance abuse [159]. It is postulated that people abuse substance and
excessively drink alcohol as a means of coping with stressful situations, such as economic
stress, marital discourse, and often when there is lack of social support [159-161]. Howev‐
er, the tendency to abuse substances when distressed depends on many factors. Some of
the  known factors  include  the  intensity  and type  of  stressor,  perceived  ability  to  over‐
come the stressful situation, availability of social support, genetic determinants, and prior
history of substance use. Several theories were proposed to understand the role of stress
in substance abuse and particularly addiction process. The most frequently cited mecha‐
nism was the psychological response to substance abuse that postulates substance abuse
or  use  as  a  means  to  cope  with  stress  and  in  most  cases  to  simply  alleviate  tension
[162-168].  The neurobiological model is  another theory that proposes the mechanism for
addition.  This  theory emphasizes  the  role  of  incentive  sensitization and stress  allostasis
and provides explanation for craving and loss of control [159,169].
7. Social production of disease/political economy of health
Health disparities among racial and ethnic groups are influenced by the structural, institu‐
tional, and interpersonal aspects of society and its health care systems [170]. Stemming from
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the social analyses of health from the 1830s and emerging in the politically turbulent 1960s and
1970s, this theoretical framework focuses on the “social production of disease” and/or
“political economy of health” [171-173]. That is, it addresses economic and political determi‐
nants of health and disease and any structural barriers that prevent people from living healthier
lives [171-179]. The underlying principle is that economic and political institutions that create,
enforce, and perpetuate economic and social privilege and inequality are causes of inequities
in health which are also stressors in life [179,180].
Going beyond just healthy choices and behaviors at an individual level, this school of thought
takes into consideration significant external forces that perpetuate the disparities in health
evident in different populations around the world. For example, disquieting health disparities
between Australia’s indigenous Aboriginals and the rest of the population has been observed
in higher infant mortality rate, more drug abuse and alcoholism, chronic and infectious
diseases, and poverty [181]. The average Aboriginal household earns only half of what a typical
Australian family earns in a week and poverty has been associated with social problems to
varying degrees such as high imprisonment and unemployment rates [182].
Like gender and race, religion forms part of the context that generates stress-inducing social
inequities and may influence people’s socioeconomic status and health outcomes. Of the 1.6
million Muslims living in the UK, 74% were of Asian ethnic background with smaller propor‐
tions of black African Muslims and white British in 2001 [181]. In the US, an estimated 6 to 7
million Muslims is comprised of South Asians (32%), Arabs (26%), and African-Americans
(20%) [182]. One study that used aggregate data from 10 different data sources (i.e. World
Health Organization, United Nations, UNICEF) indicated significant health disparities
between countries with a Muslim majority and non-Muslim majority [184]. National health
indicators such as male and female life expectancies, maternal mortality ratio, and infant
mortality rate were worse in Muslim majority countries compared to non-Muslim majority
countries. Almost half of non-Muslim majority countries were in the high or upper middle
income group compared with a quarter of all Muslim majority countries. In fact, annual per
capital expenditure on health in Muslim majority countries was a fifth of that in non-Muslim
majority countries. Additionally, gross national income, literacy rate, access to clean water,
and government corruption accounted for 52 to 72 percent of the differences in health outcomes
between the two groups. The gradient in health within and between countries can be linked
to the unequal distribution of power, income and goods or services. The structural determi‐
nants and conditions of daily life make up the social determinants of health, and can account
for a large portion of the health inequities observed within and between countries [184].
Discrimination and poverty pose serious challenges in closing the health gaps between racial
and ethnic groups. Following the fall of Apartheid South African’s Government of National
Unity defined and proposed five key developmental priorities to work towards rebuilding the
community: employment, housing, education, nutrition, and health [185]. Nearly two decades
later, racial and economic discrimination undermine the progress and development in
achieving these goals. Racial group still appear to be a strong determinant of income, educa‐
tion, health care coverage, and the quality of medical treatment [186,187]. Similarly, using data
from a national survey, Charasse et al. reported that even after controlling for important socio-
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demographic characteristics, Whites and Africans did not share the same level of health risks
[185]. Authors found that Whites tended to have higher income, better education, and more
favorable health status than Africans.
A large population-based survey of newly mothers in Australia also highlight a concern‐
ing level  of  social  adversity associated with stressful  life  events  and social  health prob‐
lems  during  pregnancy  [20].  One  in  six  women  reported  experienced  three  or  more
stressful life events or social health issues in the 12 months preceding the birth. Women
who  experienced  more  life  events  and  social  health  problems  were  significantly  more
likely to report discrimination in the health care settings (OR = 2.69, 95% CI = 2.2 to 3.3)
and had a  twofold  increased odds  of  having a  low birth  weight  infant  compared with
women reporting no social  health  issues.  They were  also  more  likely  to  have antenatal
care later in pregnancy and with fewer visits.
Over the past 50 years, improved and expanded prenatal care has resulted in the identifi‐
cation of high-risk pregnancies, leading to an overall reduction of infant mortality in the
United States. In the early 1900s, 100 infants died for every 1,000 live births before reach‐
ing their  first  birthday [188].  Since then,  the infant  mortality  rate  has declined by more
than 90 percent to a rate of 7.2 deaths per 1,000 live births in 2000 [189]. However, Afri‐
can-Americans have been disproportionately affected by the problem. Preliminary results
from the U.S. Centers for Disease Control and Prevention showed that the mortality rate
for black infants was 11.6 deaths per 1,000 live births compared with 5.2 deaths per 1,000
live births among white infants [190].  In short,  black infants die at  2.2 times the rate of
white  infants  within  the  first  year  of  life.  Even  after  controlling  for  socio-demographic
factors,  African Americans with adequate prenatal  care still  have poorer birth outcomes
than their White counterparts [188].
In the U.S., African American women are more likely to die from pregnancy-related compli‐
cations, have preterm or low birth weight infants, deliver an infant with congenital anomalies,
experience a spontaneous abortion and ectopic pregnancy compared to women of other racial
and ethnic backgrounds [191-196]. The influence of income on adverse pregnancy outcomes
has been previously examined in military populations where pregnant women do not
necessarily have financial barriers to health care. Although black women in the military have
better pregnancy outcomes than black women in the general population, disparities persist
between black and white enlisted women [197]. Furthermore, disparate birth outcomes are
evident even among those who are college-educated. Although education is known to be a
protective factor against adverse birth outcomes, black women with higher education experi‐
ence disproportionately high rates of low birth weight compared to college-educated white
women [198]. These disparities underscore the need to consider factors other than socioeco‐
nomic status to account for the health disparities.
Speculations that racial disparities in adverse health outcomes is attributable to genetic factors
have been contradicted by studies that found black immigrants from African or Caribbean do
not experience the same rates of adverse pregnancy outcomes as African-Americans from the
U.S., in fact, they begin to show worse health outcomes the longer they live in the U.S.
[199-201] Racial disparities in adverse outcomes has spurred interest in the role of psychosocial
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factors such as stress in pregnancy [202]. It has been previously documented that African
American women report a greater number of life events and are more distressed by them than
any other racial or ethnic groups [25,203]. Racism can be conceptualized as an individual-level
psychosocial stressor and is defined as a multidimensional construct that involves the
oppression and denigration of individuals by other individuals and social institutions on the
basis of skin color or membership in a particular ethnic group [204].
Perceived racism across the lifetime is a significant predictor of birth weight in African
Americans and may account for racial differences in infant mortality rates [205]. Preterm birth
is also suggested to occur in the context of social and economic structures such as acculturation
stress, racism, and poverty [2]. For example, a small prospective observational study was
conducted to examine the roles that general, pregnancy, and racism stress play in racial
differences in birth outcomes (birth weight and gestational age) [205]. Perceived racism and
indicators of general stress were associated with low birth weight. Lifetime and childhood
indicators of perceived racism predicted birth weight and attenuated racial differences
independent of medical and socio-demographic variables.
The stress of perceived racism and discrimination, differences in how the health care system
responds to individuals of different racial backgrounds should be further evaluated to address
the slow progress in closing the large health gap between racial and ethnic groups. While it is
important to acknowledge the role of individual factors such as discrimination and racism on
prematurity and low birth weight, this problem is multifaceted and should compel policy‐
makers, social services, and health care providers to recognize all the other behavioral, medical,
social, environmental, and institutional factors that contribute to the persistent racial and
ethnic health disparities. Efforts to reduce discrimination and racism must be taken in the
context of ensuring safe neighborhoods, access to healthy food, quality and culturally sensitive
medical care to have high impact on such a complex problem. Intervention efforts to improve
birth outcomes in the U.S. have had limited success, in part, due to a focus on individual level
programs that fail to consider contexts affecting maternal and child health, including neigh‐
borhood exposures [206-208]. This necessitates support for social and health programs that
provide more comprehensive care for women. Recognizing this need, programs have been
designed and implemented to address some of the social determinants. For instance, The
Healthy Start program is a U.S. federally-funded initiative to reduce the national infant
mortality rate and improve perinatal outcomes by leveraging community resources and
workers [209].
8. Measurements
In order to fully understand the role of stress on perinatal health, it is important to effectively
quantify and measure its characteristics. Defining or measuring stress can be confusing due
to the differences in nature and duration of exposure. Identifying the impact on high-risk
populations and the correct manner in which to assess stress poses a great task for researchers.
Prior research highlights the importance of differentiating between global stress and preg‐
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nancy-specific stress in order to better understand and identify the impact of prenatal stress
on maternal and infant health outcomes [210]. Pregnancy-specific stress is defined as the
emotional response to the stressfulness of pregnancy itself [210]. It has been suggested that
pregnancy-specific stress may have a more deleterious impact on birth outcomes such as
preterm birth [210]. Differences between the types of stress and how they contribute to poor
birth outcomes has yet to be fully explored.
Previous work yield many different stress measures, however, the most commonly used
instruments can be classified into four domains based on a construct published elsewhere –
external, perceived, enhancers, and buffers [21]. Examples of external stressors include life
events or daily hassles; perceived stress reflect perceptions of racial or gender discrimination
and other subjective stress levels; enhancers of stress include anxiety or depression; and buffers
of stress cover social support systems and coping mechanisms [4,21]. General stressful life
events measures (e.g. General Health Questionnaire and Perceived Stress Scale and pregnancy-
specific stress instruments (e.g. Pregnancy Experience Scale, Pregnancy-Related Anxiety
Questionnaire, Pregnancy-Related Anxiety Scale, Pregnancy-Specific Anxiety Scale, Prenatal
Distress Questionnaire, and Prenatal Social Environment Inventory) have been used through‐
out literature [210,211,219]. Table 1 summarizes commonly used measures for experiencing
global or pregnancy-specific stress.
8.1. General Health Questionnaire (GHQ)
Originally developed by Goldberg the General  Health Questionnaire (GHQ) is  a  widely
used instrument  for  measuring general  psychological  health  in  community  settings  and
non-psychiatric  clinical  settings such as primary care [211].  In general  the GHQ focuses
on two main classes of phenomena: inability to carry out one’s normal healthy functions;
and emergence of new phenomena that are distressing [212]. Translated into 38 different
languages and available in a variety of versions using 12, 28, 30, or 60 items, this instru‐
ment demonstrates high reliability and validity in many different populations with relia‐
bility  and  correlation  coefficients  ranging  from  0.78  to  0.95  [213-216]  and  0.35  to  0.79
[217-218], respectively. The 12- items GHQ is one of the most extensively used screening
instrument  for  common  mental  disorders  [219]  and  its  brevity  makes  it  an  attractive
choice  for  use  in  busy clinical  settings and for  patients  who need help to  complete  the
questionnaire [220].  Responses to each item ranges from zero (not at all)  to three (much
more than usual) with a total possible score based on the version allowing for means and
distributions to be calculated.
8.2. Perceived stress scale
The Perceived Stress Scale (PSS) is one of the most widely-used psychological instruments for
measuring the perception of stress [221]. The scale includes a number of questions about the
level of experienced stress over the previous month and has three versions with 14, 10, and
four items, respectively. The PSS prompts subjects to rate on a scale from zero (never) to four
(very often) how often they have perceived an event or negative feeling in the past month. This
tool demonstrates strong internal consistency, with a Cronbach's alpha ranging from 0.75 to
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0.91 [221-223]. It also has the virtues of being brief, easy to understand, and assessing stress
response in the general population on a continuum from relatively mild to severe forms of
stress.
Similar to other non-specific stress measures, a major limitation of GHQ and PSS is the failure
to differentiate between general stress and pregnancy-specific stress. Although pregnancy-
specific stress may occur concomitantly to general or non-specific stress, research suggests that
pregnancy-specific stress may be particularly more potent and have serious implications on
birth outcomes [34,61,68,224,225]. For example, Roesch et al. found that pregnancy anxiety
predicted earlier birth while general state anxiety and general perceived stress did not [225].
The timing of prenatal stress exposure may also be of importance. In one study, researchers
found that stress experienced during the second trimester was more predictive of preterm
delivery than exposure to stress later in the pregnancy [27]. Several studies have shown a
decline in psychological and physiological stress response in pregnant women as pregnancy
progresses [28-30]. For example, Glynn et al. reported that pregnant women who experienced
the 1994 Northridge earthquake in California showed a differential emotional response to the
earthquake depending on their gestational age at the time of the event [28]. There was a
significant association between women who experienced the stress early in the pregnancy and
shorter gestational age at delivery. Participants in the first trimester also evaluated the
earthquake as more upsetting and aversive than women in the second or third trimester scoring
higher on a life events inventory. Considering the type of stress and time frame of maternal
exposure to stress may be useful in understanding the impact on developing fetus.









Screening tool for detecting non-
specific psychiatric illness through
items that address the inability to
perform daily activities and
feelings of distress
12, 28, 30, 60 4-point 0.78 - 0.95 0.35 - 0.79
Perceived Stress Scale Measures the degree to which
situations in one’s life over the
past month are appraised as
stressful (i.e. unpredictable,
uncontrollable, and overloading)




A measure containing two
subscales of which the “hassles”
subscale is intended to reflect the
daily challenges related to
pregnancy (frequency and
intensity of hassles)














Measures specific fears and
worries related to pregnancy (i.e.
delivery, infant health, and
egocentric feelings/fear of
change)
34 5-point 0.73 - 0.88 0.56 - 0.76
Pregnancy-Related
Anxiety Scale
Items assess the extent to which
participants worry or feel
concerned about their health,
baby’s health, labor and delivery,
and postpartum infant care




anxiety items that addresses
maternal affective states during
pregnancy
4 5-point 0.51 – 0.72 0.56 - 0.68
Prenatal Distress
Questionnaire
Evaluates the most common
concerns of pregnant women
relating to birth and baby, weight
and body image, and emotions
and relationships
12 5-point 0.80 - 0.81 0.75
Prenatal Social
Environment Inventory
Items cover potential stressors
over the past 12 months




41 Yes/No 0.80 0.73
* Cronbach’s alpha (internal consistency reliability) is a measure of inter-item correlations
€ Test-retest reliability (correlation coefficient) is a measure of stability over time
Table 1. Commonly used general and pregnancy-specific stress measures
8.3. Pregnancy Experience Scale (PES)
The PES [226] was developed in 1999 to evaluate maternal appraisal of positive and negative
stressors during pregnancy, with reliability and validity data reported within later studies
[61,224,227]. The scale aimed to reflect the daily minor challenges and positive emotions
experienced by pregnant women. The scale consists of 41 items of which 20 are in the hassles
subscale. Questions on discomforts of pregnancy, body changes, relationships, and concerns
about the infant are among the topics specific to pregnancy-related stress. Respondents are
directed to indicate whether each item is a hassle and/or an uplift on a four-point Likert scale,
ranging from zero (not at all) to three (a great deal). In addition to calculating the frequency
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and intensity of hassles and uplifts scores, a composite ratio score of positive to negative
experiences in pregnancy can be ascertained with values greater than one indicating more
hassles and scores lower than one indicating more uplifts than hassles. The alpha internal
reliability rating ranges between 0.91 and 0.95 [212]. Authors wanted to challenge research that
focused too narrowly on just the distressing aspects of pregnancy by also considering the role
of positive emotions in fostering good pregnancy outcomes.
8.4. Pregnancy-Related Anxiety Questionnaire-Revised (PRAQ-R)
The Pregnancy-Related Anxiety Questionnaire was a 55 item measure developed by Van den
Bergh in 1990 that addressed common pregnancy fears (e.g. fear for delivery and baby’s health)
which led to a shorter version (PRAQ-R) that later became available in 2002 [68,228]. PRAQ-
R consists of 34 items with responses to questions on a five point scale ranging from “never”
to “very often”. PRAQ-R presents good internal consistency and convergent validity data with
general stress or anxiety measures. Further analysis of PRAQ-R shows a test-retest reliability
rating of 0.56-0.76 and a range in alpha internal reliability rating of 0.73-0.88 [68,152]. No
predictive validity data related to preterm birth has been reported to date. Given that PRAQ
and PRAQ-R were designed using low-risk populations in Belgium and Netherlands, the
applicability to other more diverse communities may be limited.
8.5. Pregnancy-Related Anxiety Scale (PRAS)
Rini et  al.  revised the PRAS with the goal of linking psychological stress and birth out‐
come  [34,229].  The  revised  PRAS  was  used  to  assess  the  association  between  prenatal
psychosocial stress, personal resources, sociocultural context, and infant birth weight and
gestational age at birth. This was done by having respondents complete a ten item scale
assessing their level of stress surrounding various pregnancy related situations; responses
were on a four-point Likert scale, ranging from never or not at all, to a lot of the time or
very much. There is no recall period for the PRAS because it asks how the respondent is
feeling at present time. The internal reliability of the revised version of PRAS in English
and Spanish ranged from 0.70 to 0.85 [210, 229].  One aspect of the PRAS that is seldom
seen  in  stress  measures  is  the  stress  surrounding  the  mother’s  thoughts  regarding  her
pregnancy. Stress generated by a mother’s thoughts about the pregnancy and birth is an
important component in maternal stress research.
8.6. Pregnancy-Specific Anxiety Scale (PSAS)
Developed at the University of California, Los Angeles, the Pregnancy-Specific Anxiety Scale
(PSAS) is composed of four pregnancy-specific anxiety items derived from a factor analysis of
a larger pool of items that addressed maternal affective states during pregnancy [225]. In the
first study that reported using PSAS to find associations with gestational age, participants were
encouraged to talk about how they felt about being pregnant and asked to indicate how often
they felt anxious, concerned, afraid or panicky in the previous week. All responses were
provided on a 5-point scale ranging from one (not at all) to five (very much). It was determined
that pregnancy-specific anxiety was associated with shorter gestation age after controlling for
Preterm Birth62
known risk factors. Further analysis of PSAS in Canada and in the U.S. shows a test-retest
reliability rating of 0.56-0.68 and a range in alpha internal reliability rating of 0.51-0.72
[225,230-232]. Poor internal consistency, lack of correlation to physiological measures of stress,
and failure to replicate findings in African-American populations are noteworthy limitations.
8.7. Prenatal Distress Questionnaire (PDQ)
Originally reported by Yali and Lobel in 1999, the 12-item Prenatal Distress Questionnaire
(PDQ) was created and tested in a pilot to create pregnancy-specific distress scores [126].
Participants were asked to indicate how concerned or worried they were about their pregnancy
on a five-point scale ranging from zero (not at all) to four (extremely). Questions pertained to
three main types of concerns: birth and baby, weight and body image, and emotions and
relationships [235]. Responses were then summed to create a total pregnancy-specific distress
score for each individual. Several studies from the US, Germany and UK have provided
reliability and validity data on the instrument. With an alpha internal reliability rating range
of 0.80 - 0.81 and a test-retest reliability rating of 0.75, the PDQ demonstrates good internal
consistency [127,234-236].
8.8. Prenatal Social Environment Inventory (PSEI)
In 1992, Suezanne Orr and her colleagues developed the PSEI to address limitations from the
use of other life events inventories [237]. Such drawbacks were the inclusion of items that
would prove to be inapplicable to certain subgroups, as well as assessing chronic stressors
with the use of lengthy instruments, or instruments that are not germane to some subgroups.
The PSEI consists of 41, yes or no questions, assessing stress in the past year. The 30-day test-
retest reliability rating was 0.73 and the alpha internal reliability rating was 0.80. While the
PSEI samples a wide variety of potential stressors, the range of information obtained with its
yes or no response, is limited. In essence, the PSEI is a good measure of the prevalence of
potentially stressful events in the past year, but lacks the ability to obtain qualitative data on
the effects of those stressful events on the respondent.
Although some pregnancy-specific stress measures are able to predict adverse outcomes, the
theoretical underpinnings of measures are lacking and largely undocumented in the literature
[210]. Further consideration of theoretical models in stress measurement development can help
build confidence in the use of pregnancy-specific stress measures for studies and lead to more
effective stress reduction interventions that target specific concerns and groups of women
rather than global and untailored interventions. Furthermore, inconsistent use of measures
and definitions to assess stress has been a challenge in accurately understanding its health
consequences. While interviews are useful for minimizing missing data by connecting with
study participants, stress is often assessed by asking an individual to recall events that have
occurred in either the distant or recent past. This introduces recall bias and compromises the
reliability of the measure. Questionnaires and interviews are also subjective means to ascertain
stress that may be prone to recall bias. However, the possibility of bias should not be grounds
for rejection of a stress measure, rather, it should be considered in any conclusions drawn from
the data.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
63
Scientific advancements have uncovered possible biological markers (or biomarkers) of stress
that provide objective and quantifiable measures, and solutions to the difficulties of qualita‐
tively measuring stress. Biomarkers are defined by Hulk et al. as “cellular, biochemical or
molecular alterations…in biological media such as human tissues, cells, or fluids” [238]. These
biomarkers that are obtained from saliva, urine, and plasma may provide an objective measure
for understanding the cause, progression, and worsening of maternal stress [239]. For example,
maternal levels of cortisol, C-reactive protein, and alpha-amylase have been identified as
markers for stress and possible biological mechanisms associated with the increased risk for
pregnancy complications and preterm birth [240-242]. These markers include the use of
technologies that expand people’s understanding on the underlying pathogenesis of preterm
birth and risk factors [243]. In epidemiologic or medical research, biomarkers address the need
for more direct measurement of exposures in the causal pathway of disease that is free from
recall bias and improved validity [244].
9. Conclusion
Stress is  an important risk factor affecting preterm birth.  Despite the growing literature,
there  are  gaps  that  need to  be  addressed.  Definitive  studies  that  link  stress,  inflamma‐
tion,  and preterm birth need to be further explored. Specifically,  more research is  need‐
ed  to  assess  pregnancy  anxiety  and  its  mediating  effects  on  early  birth.  Indeed,  stress
pathways may be an entry point  to  other  vascular  and inflammatory pathways leading
to premature delivery and low birth weight [78]. Many studies report the deleterious ef‐
fects of stress on the fetal neurodevelopmental process that may have repercussions even
into  childhood.  Arguments  for  the  life  course  perspective  or  social  productions  of  dis‐
ease are alternative explanations that move the discussion beyond just individual choices
and behaviors. The problem is complex and requires a multifaceted approach to come to
meaningful and realistic solutions. In addition, there is a need for more research in cop‐
ing,  resiliency  and  other  stress  management  techniques  during  pregnancy  [3].  While
studies that explore the effects of stress on birth outcomes are important,  more is need‐
ed to  develop and test  interventions  or  prevention programs with  respect  to  a  positive
impact on birth outcomes [1].  Health care providers can be better informed to refer pa‐
tients  to  appropriate  resources  and  supplemental  services.  Social  support  interventions
need to be guided by predictive models and more needs to be done to elucidate which
components of interventions account for the largest variability in birth outcomes. Lastly,
more  work  can  be  done  to  evaluate  how  physiologic  responses  to  stressors  might  ac‐
count  for  health  disparities  [245].  Progress  in  improving  birth  outcomes  is  undermined
by growing health disparities between various sub-populations. This should compel poli‐
cymakers and health care providers to recognize all the other behavioral, medical, social,




Susan Cha1 and Saba W. Masho1,2
1 Department of Epidemiology and Community Health, School of Medicine, Virginia Com‐
monwealth University, USA
2 Department of Obstetrics and Gynecology, School of Medicine, Virginia Commonwealth
University, USA
References
[1] Latendresse, G. The interaction between chronic stress and pregnancy: Preterm birth
from a biobehavioral perspective. J Midwifery Wom Heal. (2009). , 54, 8-17.
[2] Cohen, S, Kessler, R, & Gordon, L. Measuring Stress: A Guide for Health and Social
Scientists (1st ed.). New York: Oxford University Press; (1997).
[3] Dunkel Schetter CPsychological science on pregnancy: Stress processes, biopsychoso‐
cial models, and emerging research issues. Annu Rev Psychol. (2011).
[4] Chen, M. J, Grobman, W. A, & Gollan, J. K. Borders AEB. The use of psychosocial stress
scales in preterm birth research. AJOG. (2011). , 205, 402-434.
[5] Wilson-costello, D, Friedman, H, Minich, N, Fanaroff, A. A, & Hack, M. Improved
survival rates with increased neurodevelopmental disability for extremely low birth
weight infants in the 1990s. Pediatrics. (2005). , 115(4), 997-1003.
[6] Allen, M. C, & Jones, M. D. Medical complications of prematurity. Obstet Gynecol.
(1986). , 67(3), 427-437.
[7] Christian, L. M. Psychoneuroimmunology in pregnancy: Immune pathways linking
stress with maternal health, adverse birth outcomes, and fetal development. Neurosci
Biobehav R. (2012).
[8] Carmichael, S. L, & Shaw, G. M. Maternal life event stress and congenital anomalies.
Epidemiology. (2000). , 11, 30-35.
[9] Hare, O, & Creed, T. F. Life events and miscarriage. British Journal of psychiatry. (1995).
[10] Wisborg, K, Barklin, A, Hedegaard, M, & Henriksen, T. B. Psychological stress during
pregnancy and stillbirth: Prospective study. BJOG-Int J Obstet Gy. (2008).
[11] Abeysena, C, Jayawardana, P, & Seneviratne, R. Effect of psychosocial stress on
maternal complications during pregnancy: A cohort study. International Journal of
Collaborative Research on Internal Medicine Public Health. (2010).
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
65
[12] Goldenberg, R. L, Culhane, J. F, Iams, J. D, & Romero, R. Epidemiology and causes of
preterm birth. Lancet. (2008). , 371, 75-84.
[13] Mathews, T. J, & Menacker, F. MacDorman MF. Infant mortality statistics from the 2002
period. Mon Vital Stat Rep. (2004). , 53, 1-29.
[14] Martin, J. A, Hamilton, B. E, Sutton, P. D, Ventura, S. J, Menacker, F, & Munson, M. L.
Births: Final data for 2003. National Vital Statistics Reports. (2005). , 54(2), 1-116.
[15] Lobel, M, Cannella, D. L, Graham, J. E, Devincent, C, Schneider, J, & Meyer, B. A.
Pregnancy-specific stress, prenatal health behaviors, and birth outcomes. Health
Psychol. (2008).
[16] Sontag, L. W. Significance of fetal environmental differences. Am J Obstet Gynecol.
(1941). , 42, 996-1003.
[17] Gunter, L. M. Psychopathology and stress in the life experience of mothers of premature
infants. A Comparative study. Am J Obstet Gynecol. (1963). , 86, 333-340.
[18] Lobel, M. Dunkel Schetter C. Conceptualizing stress to study effects on health:
Environmental, perceptual, and emotional components. Anxiety Research. (1990). , 3,
213-230.
[19] Hedegaard, M, Henriksen, T. B, Sabroe, S, & Secher, N. J. Psychological distress in
pregnancy and preterm delivery. Brit Med J. (1993). , 307, 234-239.
[20] Brown, S. J, Yelland, J. S, Sutherland, G. A, Baghurst, P. A, & Robinson, J. S. Stressful
life events, social health issues and low birthweight in an Australian population-based
birth cohort: Challenges and opportunities in antenatal care. BMC Public Health. (2011).
[21] Dole, N, Savitz, D. A, & Hertz-picciotto, I. Siega-Riz Am, McMahon MJ, Buekens P.
Maternal stress and preterm birth. Am J Epidemiol. (2003). , 157, 14-24.
[22] Kramer, M. S, Lydon, J, Seguin, L, et al. Stress pathways to spontaneous preterm birth:
The role of stressors, psychological distress, and stress hormones. Am J Epidemiol.
(2009).
[23] Dunkel Schetter CGlynn L. Stress in pregnancy: empirical evidence and theoretical
issues to guide interdisciplinary researchers. In: Contrada R, Baum A, eds. Handbook
of stress science: biology, psychology, and health. New York, NY: Springer Publishing
Company; (2011). , 321-343.
[24] Lobel, M. Dunkel Schetter C, Scrimshaw SC. Prenatal maternal stress and prematurity:
A prospective study of socioeconomically disadvantaged women. Health Psychol.
(1992). , 11, 32-40.
[25] Zambrana, R. E. Dunkel Schetter C, Collins C, Scrimshaw SC. Mediators of ethnic-
associated differences in infant birth weight. J Urban health. (1999). , 76, 102-116.
[26] Hobel, C. J, Goldstein, A, & Barrett, E. S. Psychosocial stress and pregnancy outcome.
Clin Obstet Gynecol. (2008).
Preterm Birth66
[27] Class, Q. A, Lichtenstein, P, Langstrom, N, & Onofrio, D. BM. Timing of prenatal
maternal exposure to severe life events and adverse pregnancy outcomes: A population
study of 2.6 million pregnancies. Psychosom Med. (2011). , 73(3), 234-241.
[28] Glynn, L. M, & Wadhwa, P. D. Dunkel Schetter C, et al. When stress happens matters:
Effects of earthquake timing on stress responsivity in pregnancy. Am J Obstet Gynecol.
(2001). , 184, 637-642.
[29] DiPietro JACostigan KA, Gurewitsch ED. Maternal psychophysiological change
during the second half of gestation. Biol Psychol. (2005). , 69, 23-38.
[30] Kammerer, M, Adams, D, Von Castelberg, B, & Glover, V. Pregnant women become
insensitive to cold stress. BMC Pregnancy Childbirth. (2002).
[31] Lederman, S. A, Rauh, V, Weiss, L, et al. The effects of the World Trade Center event
on birth outcomes among term deliveries at three lower Manhattan hospitals. Environ
Health Perspect. (2004). , 112, 1772-1778.
[32] Rich-edwards, J. W, & Grizzard, T. A. Psychosocial stress and neuroendocrine mech‐
anisms of preterm delivery. Am J Obstet Gynecol. (2005). S, 30-35.
[33] Borders AEBGrobman WA, Amsden LB, Holl JL. Chronic stress and low birth weight
neonates in a low-income population of women. Obstet Gynecol. (2007). , 109, 331-38.
[34] Wadhwa, P. D, Sandman, C. A, & Porto, M. Dunkel Schetter C, Garite TJ. The associa‐
tion between prenatal stress and infant birth weight and gestational age at birth: A
prospective investigation. Am J Obstet Gynecol. (1993). , 169, 858-865.
[35] Pritchard, C. W, & Teo, P. Y. Preterm birth, low birthweight and the stressfulness of
the household role for pregnant women. Soc Sci Med. (1994). , 38, 89-96.
[36] Paarlberg, K. M, Vingerhoets, A. J, Passchier, J, Dekker, G. A, Heinen, A. G, & Van Geijn,
H. P. Psychosocial predictors of low birth weight: A prospective study. Br J Obstet
Gynaecol. (1999). , 106, 834-841.
[37] Grjibovski, A, Bygren, L. O, Svartbo, B, et al. Housing conditions, perceived stress,
smoking, and alcohol: Determinants of fetal growth in Northwest Russia. Acta Obstet
Gynecol Scand. (2004). , 83, 1159-1166.
[38] Kessler, R. C. The effects of stressful life events on depression. Annu Rev Psychol.
(1997). , 48, 191-214.
[39] Kendler, K. S, Hettema, J. M, Butera, F, Gardner, C. O, & Prescott, C. A. Life events
dimensions of loss, humiliation, entrapment, and danger in the prediction of onsets of
major depression and generalized anxiety. Arch Gen Psychiatry. (2003). , 60, 789-796.
[40] Uliaszek, A. A, Zinbarg, R. E, Mineka, S, et al. A longitudinal examination of stress
generation in depressive and anxiety disorders. J Abnorm Psychol. (2012). , 121(1), 4-1.
[41] Yoon, K. L, & Joormann, J. Stress reactivity in social anxiety disorder with and without
comorbid depression. J Abnorm Psychol. (2012). , 121(1), 250-255.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
67
[42] World Health OrganizationMental Health. Available at: http://www.who.int/
mental_health/prevention/suicide/MaternalMH/en/index.html.Accessed July 31,
(2012).
[43] Weissman, M. M. Advances in psychiatric epidemiology: Rates and risks for major
depression. Am J Public Health. (1987). , 77, 445-451.
[44] Weissman, M. M, & Olfson, M. Depression in women: Implications for health care
research. Science. (1995). , 269, 799-801.
[45] Leight, K. L, Fitelson, E. M, Weston, C. A, & Wisner, K. L. Childbirth and mental
disorders. Int Rev Psychiatr. (2010). , 22, 453-471.
[46] World Health OrganizationMaternal mental health and child health and development
in low and middle income countries. http://www.who.int/mental_health/prevention/
suicide/mmh_jan08_meeting_report.pdf.Published (2008). Accessed July 31, 2012.
[47] Kendler, K. S, Karkowski, L. M, & Prescott, C. A. Causal relationship between stressful
life events and the onset of major depression. Am J Psychiatry. (1999).
[48] Dayan, J, Creveuil, C, Marks, M. N, et al. Prenatal depression, prenatal anxiety, and
spontaneous preterm birth: a prospective cohort study among women with early and
regular care. Psychosom Med. (2006).
[49] Field, T, Diego, M, & Hernandez-reif, M. Prenatal depression effects on the fetus and
newborn: A review. Infant Behav Dev. (2006). , 29, 445-455.
[50] Warner, R, Appleby, L, Whitton, A, & Faragher, B. Demographic and obstetric risk
factors for postnatal psychiatric morbidity. British Journal of Psychiatry. (1996). , 168,
607-611.
[51] Dunkel Schetter CTanner L. Anxiety, depression and stress in pregnancy: Implications
for mothers, children, research, and practice. Curr Opin Psychiatr. (2012). , 25(2),
141-148.
[52] Yonkers, K, Wisner, K, Stewart, D, et al. Management of depression during pregnancy:
A report from the American Psychiatric Association and the American College of
Obstetricians and Gynecologists. Gen Hosp Psychiatry. (2009). , 31(5), 403-413.
[53] Jesse, E, Seaver, W, & Wallace, D. Maternal psychosocial risks predict preterm birth in
a group of women from Appalachia. Midwifery. (2003). , 19, 191-202.
[54] Dayan, J, Creveuil, C, Herlicoviez, M, et al. Role of anxiety and depression in the onset
of spontaneous preterm labor. Am J Epidemiol. (2002). , 155(4), 293-301.
[55] Orr, S, & James, S. Blackmore Prince C. Maternal prenatal depressive symptoms and
spontaneous preterm birth among African-American women in Baltimore, Maryland.
Am J Epidemiol. (2002). , 156(9), 797-802.
Preterm Birth68
[56] Grote, N. K, Bridge, J. A, Gaven, A. R, Melville, J. L, Iyengar, S, & Katon, W. J. A meta-
analysis of depression during pregnancy and the risk of preterm birth, low birth weight,
and intrauterine growth restriction. Arch Gen Psychiatry. (2010). , 67(10), 1012-1024.
[57] Diego, M, Jones, N, Field, T, et al. Maternal psychological distress, prenatal cortisol,
and fetal weight. Psychosom Med. (2006). , 68, 747-753.
[58] Kelly, R. H, Russo, J, Holt, V. L, et al. Psychiatric and substance use disorders as risk
factors for low birth weight and preterm delivery. Obstet Gynecol. (2002). , 100(2),
297-304.
[59] Rogal, S, Poschman, K, Belanger, K, et al. Effects of posttraumatic stress disorder on
pregnancy outcomes. J Affect Disord. (2007). , 102, 137-43.
[60] Connor, O, & Heron, T. G. J, Vivette Glover. Antenatal anxiety predicts child behavio‐
ral/emotional problems independently of postnatal depression. J Am Acad Child Psy.
(2002). , 41(12), 1470-1477.
[61] DiPietro JAGhera MM, Costigan K, Hawkins M. Measuring the ups and downs of
pregnancy stress. J Psychosom Obstet Gynaecol. (2004). , 25, 189-201.
[62] Sjostrom, K, Valentin, L, Thelin, T, & Marsal, K. Maternal anxiety in late pregnancy:
Effect on fetal movements and fetal heart rate. Early Hum Dev. (2002). , 67, 87-100.
[63] Robertson, E, Celasun, N, & Stewart, D. E. (2003). Risk factors for postpartum depres‐
sion. In Stewart, D.E., Robertson, E., Dennis, C.-L., Grace, S.L., & Wallington, T. (2003).
Postpartum depression: Literature review of risk factors and interventions.
[64] Takahashi, L. K, Baker, E. W, & Kalin, N. H. Ontogeny of behavioral and hormonal
responses to stress in prenatally stressed male rat pups. Physiol Behav. (1990). , 47,
357-364.
[65] Ward, I. L, & Weisz, J. Differential effects of maternal stress on circulating levels of
corticosterone, progesterone and testosterone in male and female rat fetuses and their
mothers. Endocrinology. (1984). , 114, 1635-1644.
[66] Clarke, A. S, & Schneider, M. L. Prenatal stress has long-term effects on behavioral
response to stress in juvenile rhesus monkeys. Dev Psychobiol. (1993). , 26, 293-304.
[67] Schneider, M. L, & Coe, C. L. Repeated social stress during pregnancy impairs neuro‐
motor development of the primate infant. J Devel Behav Pediatr. (1993). , 14, 81-87.
[68] Huizink, A. C, De Medina, P. G, Mulder, E. J, Visser, G. H, & Buitelaar, J. K. Psycho‐
logical measures of prenatal stress as predictors of infant temperament. J Am Acad
Child Adolesc Psychiatry. (2002). , 41, 1078-1085.
[69] Gutteling, B. M, Weerth, C, Willemsen-swinkels, S, et al. The effects of prenatal stress
on temperament and problem behavior of 27-month-old toddlers. Eur Child Adoles
Psy. (2005). , 14, 41-51.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
69
[70] Jacobsen, T. Effects of postpartum disorders on parenting and on offspring. In: Miller
LJ, ed. Postpartum Mood Disorders. Washington, DC: American Psychiatric Press;
(1999). , 1999, 119-139.
[71] Neggers, Y, Goldenberg, R, Cliver, S, & Hauth, J. The relationship between psychosocial
profile, health practices, and pregnancy outcomes. Acta Obstet Gynecol Scand. (2006). ,
85(3), 277-285.
[72] Wen, S. W, Goldenberg, R. L, Cutter, G. R, Hoffman, H. J, & Cliver, S. P. Intrauterine
growth retardation and preterm delivery: Prenatal risk factors in an indigent popula‐
tion. Am J Obstet Gynecol. (1990). , 162(1), 213-218.
[73] Zuckerman, B, Amaro, H, Bauchner, H, & Cabral, H. Depressive symptoms during
pregnancy: Relationship to poor health behaviors. Am J Obstet Gynecol. (1989). , 160,
1107-1111.
[74] Gyllstrom, M, Hellerstedt, W. L, & Hennrikus, D. The association of maternal mental
health with prenatal smoking cessation and postpartum relapse in a population-based
sample. Matern Child Health J. (2012). , 16(3), 685-693.
[75] Zhu, S, & Valbo, A. Depression and smoking during pregnancy. Addict Behav. (2002). ,
27, 649-658.
[76] Ludman, E. J, Mcbride, C. M, Nelson, J. C, Curry, S. J, & Grothaus, L. C. Stress,
depression and smoking cessation among pregnant women. Health Psychology.
(2000). , 19, 1-8.
[77] Goedhart, G, Van Der Wal, M. F, Cuijpers, P, & Bonsel, G. J. Psychosocial problems and
continued smoking during pregnancy. Addictive Behaviors. (2009). , 34(4), 403-406.
[78] Hobel, C. J. Stress and preterm birth. Clin Obstet Gynecol. (2004). , 47(4), 856-880.
[79] Chrousos, G. P, Torpy, D. J, & Gold, P. W. Interactions between the hypothalamic-
pituitaryadrenal axis and the female reproductive system: clinical implications. Ann
Intern Med. (1998). , 129, 229-240.
[80] Chrousos, G. P. The HPA axis and the stress response. Endocr Res. (2000). , 26, 513-4.
[81] Mcewen, B. Physiology and neurobiology of stress and adaptation: Central role of the
brain. Physiol Rev. (2007). , 87, 873-904.
[82] Lu, M. C, & Halfon, N. Racial and ethnic disparities in birth outcomes: A life-course
perspective. Matern Child Health J. (2003). , 7, 13-32.
[83] Wadhwa, P. D, Entringer, S, Buss, C, & Lu, M. C. The contribution of maternal stress
to preterm birth: Issues and considerations. Clin Perinatol. (2011). , 38, 351-384.
[84] Chrousos, G. P, & Gold, P. W. The concepts of stress and stress system disorders.
Overview of physical and behavioral homeostasis. JAMA. (1992). , 267, 1244-1252.
Preterm Birth70
[85] Holzman, C, Jetton, J, Siler-khodr, T, et al. Second trimester corticotropin-releasing
hormone levels in relation to preterm delivery and ethnicity. Obstet Gynecol. (2001). ,
97, 657-663.
[86] Yanovski, J. A, Yanovski, S. Z, Friedman, T. C, et al. Etiology of the differences in
corticotropin-releasing hormone-induced adrenocorticotropin secretion of black and
white women. J Clin Endocrinol Metab. (1996). , 81, 3307-3311.
[87] Arck, P. C. Stress and pregnancy loss: role of immune mediators, hormones and
neurotransmitters. Am J Reprod Immunol. (2001).
[88] Mastorakos, G, & Ilias, I. Maternal hypothalamic-pituitary adrenal axis in pregnancy
and the postpartum period. Postpartum-related disorders. Ann NY Acad Sci. (2000). ,
900, 95-106.
[89] Etringer, S, Buss, C, & Wadhwa, P. D. Prenatal stress and developmental programming
of human health and disease risk: Concepts and integration of empirical findings. Curr
Opin Endocrinol Diabetes Obes. (2010). , 17(6), 507-516.
[90] Mesiano, S, & Jaffe, R. B. Developmental and functional biology of the primate fetal
adrenal cortex. Endocrine Reviews. (1997). , 18(3), 378-403.
[91] Smith, R, Mesiano, S, Chan, E. C, et al. Corticotropin-releasing hormone directly and
preferentially stimulates dehydroepiandrosterone sulfate secretion by human fetal
adrenal cortical cells. J Clin Endocrinol Metab. (1998). , 83, 2916-2920.
[92] Smith, R, Smith, J. I, Xiaobin, S, et al. Patterns of plasma corticotropin-releasing
hormone, progesterone, estradiol, and estriol change and the onset of human labor. J
Clin Endocrinol Metab. (2009). , 94, 2066-2074.
[93] Torche, F. The effect of maternal stress on birth outcomes: exploiting a natural experi‐
ment. Demography. (2011).
[94] Mclean, M, Bisits, A, Davies, J, Woods, R, Lowry, P, & Smith, R. A placental clock
controlling the length of human pregnancy. Nat Med. (1995). , 1(5), 460-463.
[95] Mclean, M. Smith R: Corticotropin-releasing hormone in human pregnancy and
parturition. Trends Endocrinol Metab. (1999). , 10, 174-178.
[96] Batemann, A, Singh, A, & Kral, T. Solomon S: The immune-hypothalamic-pituitary-
adrenal axis. Endoc Rev. (1989). , 10, 92-102.
[97] Cupps, T. R. Fauci AS: Corticosteroid-mediated immunoregulation in man. Immun
Rev. (1982). , 65, 133-155.
[98] Homo-delarche, F. Glucocorticoids, lymphokines and cell response. In Progress in
Endocrinology, H Imura (ed.), Amsterdam, Elsevier, (1988). , 349-354.
[99] Rozanski, A, Blumenthal, J. A, Davidson, K. W, Saab, P. G, & Kubzansky, L. The
epidemiology, pathophysiology, and management of psychosocial risk factors in
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
71
cardiac practice: The emerging field of behavioral cardiology. J Am Coll Cardiol.
(2005). , 45, 637-651.
[100] Nicholson, A, Fuhrer, R, & Marmot, M. Psychological distress as a predictor of CHD
events in men: the effect of persistence and components of risk. Psychosom Med. (2005).
[101] Esler, M, Schwarz, R, & Alvarenga, M. Mental stress is a cause of cardiovascular
diseases: from scepticism to certainty. Stress Health. (2008). , 24, 175-180.
[102] Kyrou, I, Chrousos, G. P, & Tsigos, C. Stress, visceral obesity, and metabolic compli‐
cations. Ann N Y Acad Sci. (2006).
[103] Ruiz, R. J, Fullerton, J, Brown, C. E, & Dudley, D. J. Predicting risk of preterm birth: The
roles of stress, clinical risk factors, and corticotropin-releasing hormone. Biol Res Nurs.
(2002). , 4, 54-64.
[104] Black, P. H. The inflammatory response is an integral part of the stress response:
Implications for atherosclerosis, insulin resistance, type II diabetes and metabolic
syndrome X. Brain Behav Immun. (2003). , 17, 350-364.
[105] Shurin, M. R, Lu, L, Kalinski, P, Stewart-akers, A. M, & Lotze, M. T. Th1/Th2 balance
in cancer, transplantation and pregnancy. Immunopathol. (1999). , 21, 339-3359.
[106] Krishnan, L, Guilbert, L, Russell, A. S, Wegmann, T. G, & Mosmann, T. R. Belosevic M:
Pregnancy impairs resistance of C57BL/6 mice to Leishmania major infection and
causes decreased antigen-specific IFN-gamma response and increased production of T
helper 2 cytokines. J Immunol. (1996). , 156, 644-652.
[107] Clark, D. A, Chaouat, G, Arck, P. C, & Mittruecker, H. W. Levy GA: Cytokine-depend‐
ent abortion in CBA×DBA/2 mice is mediated by the procoagulant fgl2 prothrombinase.
J Immunol. (1998). , 160, 545-549.
[108] Clark, D. A, Ding, J. W, & Chaouat, G. Levy GA: The emerging role of immunoregu‐
lation of fibrinogen-related procoagulant Fgl2 in the success or spontaneous abortion
of early pregnancy in mice and humans. Am J Reprod Immunol. (1999). , 42, 37-43.
[109] Silver, R. M, Lohner, W. S, Daynes, R. A, Mitchell, M. D, & Branch, D. W. Lipopoly‐
saccharide-induced fetal death: The role of tumor-necrosis factor? Biol Reprod. (1994). ,
50, 1108-1114.
[110] Arck, P. C, Merali, F. S, Manuel, J, Chaouat, G, & Clark, D. A. Stress-triggered abortion:
inhibition of protective suppression and promotion of tumor necrosis factor (TNF)
release as a mechanism triggering resorptions in mice. Am J Reprod Immunol. (1995). ,
33, 74-80.
[111] Goldenberg, R. L, Hauth, J. C, & Andrews, W. W. Intrauterine infection and preterm
delivery. New Engl J Med. (2000). , 342, 1500-1507.
[112] Sapolsky, R. M. Social subordinance as a marker of hypercortisolism: Some unexpected
subtleties. Ann NY Acad Sci. (1995). , 771, 626-39.
Preterm Birth72
[113] Kristenson, M, Kucinskien, Z, Bergdahl, B, Calkauskas, H, Urmonas, V, & Orth-gomer,
K. Increased psychosocial strain in Lithuanian versus Swedish men: The Livicorida
study. Psychosom Med (1998). , 60, 277-82.
[114] Geronimus, A. T. Black/white differences in the relationship of maternal age to
birthweight: A population-based test of the weathering hypothesis. Soc Sci Med.
(1996). , 42(4), 589-597.
[115] Noll, J. G, Schulkin, J, Trickertt, P. K, et al. Differential pathways to preterm delivery
for sexually abused and comparison women. J Pediatr Psychol. (2007). , 32(10),
1238-1248.
[116] Love, C, David, R. J, Rankin, K. M, & Collins, J. W. Exploring weathering: Effects of
lifelong economic environment and maternal age on low birth weight, small for
gestational age, and preterm birth in African-American and white women. Am J
Epidemiol. (2010). , 172(2), 127-134.
[117] Carpenter, L. L, Tyrka, A. R, Mcdougle, C. J, et al. Cerebrospinal fluid corticotropin-
releasing factor and perceived early-life stress in depressed patients and healthy control
subjects. Neuropsychopharmacol. (2004). , 29(4), 777-784.
[118] Elzinga, B. M, Roelofs, K, Tollenaar, M. S, Bakvis, P, Van Pelt, J, & Spinhoven, P.
Diminished cortisol responses to psychosocial stress associated with lifetime adverse
events a study among healthy young subjects. Psychoneuroendocrino. (2008). , 33(2),
227-237.
[119] Gonzalez, A, Jenkins, J. M, Steiner, M, & Fleming, A. S. The relation between early life
adversity, cortisol awakening response and diurnal salivary cortisol levels in postpar‐
tum women. Psychoneuroendocrino. (2009). , 34(1), 76-86.
[120] Shea, A. K, Streiner, D. L, Fleming, A, Kamath, M. V, Broad, K, & Steiner, M. The effect
of depression, anxiety and early life trauma on the cortisol awakening response during
pregnancy: Preliminary results. Psychoneuroendocrino. (2007). , 32, 1013-1020.
[121] Hazel, N. A, Hammen, C, Brennan, P. A, & Najman, J. Early childhood adversity and
adolescent depression: The mediating role of continued stress. Psychol Med. (2008). ,
38(4), 581-589.
[122] Seedat, S, Stein, D. J, Jackson, P. B, Heeringa, S. G, Williams, D. R, & Myer, L. Life stress
and mental disorders in the South African stress and health study. SAMJ S Afr Med J.
(2009). , 99, 375-382.
[123] Danese, A, Moffitt, T, Harrington, H, et al. Adverse childhood experiences and adult
risk factors for age-related disease: Depression, inflammation, and clustering of
metabolic risk markers. Arch Pediat Adolesc Med. (2009).
[124] DiPietro JAThe role of prenatal maternal stress in child development. Curr Dir Psychol
Sci. (2004). , 13, 71-74.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
73
[125] Kingston, D, Sword, W, Krueger, P, Hanna, S, & Markle-reid, M. Life course pathways
to prenatal maternal stress. JOGNN. (2012). , 00, 1-18.
[126] Yali, A. M, & Lobel, M. Coping and distress in pregnancy: an investigation of medically
high risk women. J Psychosom Obst Gyn. (1999).
[127] Lynn, F. A, Alderdice, F. A, Crealey, G. E, & Mcelnay, J. C. Associations between
maternal characteristics and pregnancy-related stress among low-risk mothers: An
observational cross-sectional study. Int J Nurs Stud. (2011). , 48, 620-627.
[128] Dunkel Schetter CLobel M. Pregnancy and birth: A multilevel analysis of stress and
birth weight. In: Baum A, Revenson A, Singer J, eds. Handbook of Health Psychology.
2nd ed. New York, NY: Psychology Press;(2012).
[129] Barker, D, & Osmond, C. Infant mortality, childhood nutrition, and ischaemic heart
disease in England and Wales. Lancet. (1986). , 1, 1077-1081.
[130] Barker, D, Winter, P, Osmond, C, Margetts, B, & Simmonds, S. Weight in infancy and
death from ischaemic heart disease. Lancet. (1989). , 2, 577-580.
[131] Barker, D. J, Osmond, C, Simmonds, S. J, & Wield, G. A. The relation of small head
circumference and thinness at birth to death from cardiovascular disease in adult life.
Brit Med J. (1993).
[132] Spalding, D. A. Instinct with original observation on young animals. Br J Animal Behav.
(1954).
[133] Hahn, P. Effect of litter size on plasma cholesterol and insulin and some liver and
adipose tissue enzymes in adult rodents. J Nutr. (1984).
[134] Mott, G. E, Lewis, D. S, & Mcgill, H. C. Programming of cholesterol metabolism by
breast or formula feeding. In: Bock GR, Whelan J, ed. The childhood environment and
adult disease. Chichester: Wiley, (1991). CIBA Foundation Symposium 156.)
[135] Dobbing, J. Nutritional growth restriction and the nervous system. In: Davison AN,
Thompson RHS, eds. The molecular bases of neuropathology. London: Edward
Arnold, (1981).
[136] Smart, J. Undernutrition, learning and memory: review of experimental studies. In:
Taylor TG, Jenkins NK, eds. Proceedings of XII international congress of nutrition.
London: John Libbey, (1986).
[137] Lumey, L. H, & Stein, A. D. Offspring birth weights after maternal intrauterine
undernutrition: A comparison within sibships. Am J Epidemiol. (1997). , 146, 810-820.
[138] Gluckman, P. D, Hanson, M. A, Spencer, H. G, & Bateson, P. Environmental influences
during development and their later consequences for health and disease: Implications
for the interpretation of empirical studies. P Roy Soc B-Biol Sci. (2005). , 272, 671-677.
[139] Bateson, P, Barker, D, Clutton-brock, T, et al. Developmental plasticity and human
health. Nature. (2004).
Preterm Birth74
[140] Connor, O, Heron, T. G, Golding, J, & Glover, J. V. Maternal antenatal anxiety and
behavioural/emotional problems in children: A test of a programming hypothesis. J
Child Psychol Psych. (2003).
[141] Deave, T, Heron, J, Evans, J, & Emond, A. The impact of maternal depression in
pregnancy on early child development. Brit J Obstet Gynaec. (2008).
[142] Laplante, D. P, Brunet, A, Schmitz, N, Ciampi, A, & King, S. Project Ice Storm: Prenatal
Maternal Stress Affects Cognitive and Linguistic Functioning in 5½-Year-Old Children.
J Am Acad Child Psy. (2008). , 47, 1063-1072.
[143] Bergman, K, Sarkar, P, Connor, O, Modi, T. G, & Glover, N. V. Maternal stress during
pregnancy predicts cognitive ability and fearfulness in infancy. J Am Acad Child Psy.
(2007).
[144] Schneider, M. L, & Moore, C. F. Effect of prenatal stress on development: A nonhuman
primate model. In: Nelson C, ed. The Effects of Early Adversity on Neurobehavioral
Development. Mahwah, NJ: Erlbaum; (2000). , 2000, 201-243.
[145] Coe, C. L, & Lubach, G. R. Fetal Programming: Prenatal origins of health and illness.
Curr Dir Psychol Sci. (2008). , 17, 36-41.
[146] Weaver, I. C, Champagne, F. A, Brown, S. E, et al. Reversal of maternal programming
of stress responses in adult offspring through methyl supplementation: Altering
epigenetic marking later in life. J Neurosci. (2005). , 25(47), 11045-11054.
[147] Seckl, J. R. Physiologic programming of the fetus. Emerging Concepts in Perinatal
endocrinology. (1998). , 25, 939-962.
[148] Soumi, S. J. Early determinants of behavior: Evidence form primate studies. Br Med
Bull. (1997). , 53, 170-184.
[149] Mizoguchi, K, Ishige, A, Aburada, M, & Tabira, T. Chronic stress attenuates glucocor‐
ticoid negative feedback: Involvement of the prefrontal cortex and hippocampus.
Neuroscience. (2003). , 119(3), 887-897.
[150] Charil, A, Laplante, D. P, Vaillancourt, C, & King, S. Prenatal stress and brain devel‐
opment. Brain Res Rev. (2010). , 65, 56-79.
[151] Field, T, Diego, M, Hernandez-reif, M, et al. Pregnancy anxiety and comorbid depres‐
sion and anger: Effects on the fetus and neonate. Depress Anxiety. (2003). , 17, 140-151.
[152] Gutteling, B. M, Weerth, C, & Zandbelt, N. Mulder EJH, Visser GHA, Buitelaar JK. Does
maternal prenatal stress adversely affect the child’s learning and memory at age six? J
Abnorm Child Psychol. (2006). , 34, 789-798.
[153] Epel, E. S, Blackburn, E. H, Lin, J, Dhabhar, F. S, Adler, N. E, Morrow, J. D, et al.
Accelerated telomere shortening in response to life stress. Proc Natl Acad Sci USA.
(2004). , 101, 17312-17315.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
75
[154] Lynch, M. E, Johnson, K. C, Kable, J. A, et al. Smoking in pregnancy and parenting
stress: Maternal psychological symptoms and socioeconomic status as potential
mediating variables. Nicotine Tob Res. (2011). , 13, 532-539.
[155] Fernander, A, Moorman, G, & Azuoru, M. Race-related stress and smoking among
pregnant African-American women. Acta Obstet Gynecol Scand. (2010).
[156] Epsy, K. A, Fang, H, Johnson, C, et al. Prenatal tobacco exposure: Developmental
outcomes in the neonatal period. Dev Psychol. (2011).
[157] Kowal, C, Kuk, J, & Tamim, H. Characteristics of weight gain in pregnancy among
Canadian women. Matern Child Health J. (2012). , 16, 668-676.
[158] Woods, S. M, Melville, J. L, Guo, Y, et al. Psychosocial stress during pregnancy. Am J
Obstet Gynecol. (2010).
[159] Robinson, T. E, & Berridge, K. C. Addiction. Annu. Rev. Psychol. (2003). , 54, 25-53.
[160] Pohorecky, L. A. Stress and alcohol interaction: An update of human research. Alcohol
Clin Exp Res. (2003). , 15(3), 438-459.
[161] Kasl, S. V, Chisholm, R. F, & Eskenazi, B. The impact of the accident at the Three Mile
Island on the behavior and well-being of nuclear workers: Part II: Job tension, psycho‐
physiological symptoms, and indices of distress. Am J Public Health. (1981). , 71(5),
484-495.
[162] Tomkins, S. S. Psychological model of smoking behavior. Am J Public Health N. (1966). ,
56, 17-20.
[163] Leventhal, H, & Cleary, P. D. The smoking problem: A review of the research and theory
in behavioral risk modification. Psychol. Bull. (1980). , 88, 370-405.
[164] Russell, J. A, & Mehrabian, A. The mediating role of emotions in alcohol use. J Stud
Alcohol. (1975). , 36, 1508-1536.
[165] Marlatt, G. A, & Gordon, J. R. Relapse Prevention: Maintenance Strategies in the
Treatment of Addictive Behaviors. New York: Guilford Press; (1985).
[166] Wills, T, & Shiffman, S. Coping and substance abuse: A conceptual framework. In:
Shiffman S, Wills T, eds. Coping and Substance Use. Orlando, FL: Academic Press;
(1985). , 3-24.
[167] Khantzian, E. J. The self-medication hypothesis of addictive disorders: Focus on heroin
and cocaine dependence. Am J Psychiatry. (1985). , 142, 1259-1264.
[168] Baker, T. B, Piper, M. E, Mccarthy, D. E, Majeskie, M. R, & Fiore, M. C. Addiction
motivation reformulated: An affective processing model of negative reinforcement.
Psychol Rev. (2004). , 111, 33-51.
[169] Koob, G. F. Le Moal M. Drug abuse: Hedonic homeostatic dysregulation. Science.
(1997). , 278, 52-58.
Preterm Birth76
[170] Laird, L. D, Amer, M. M, Barnett, E. D, & Barnes, L. L. Muslim patients and health
disparities in the UK and the US. Arch Dis Child. (2007).
[171] Doyal, L. The Political Economy of Health. London: Pluto Press, (1979).
[172] Conrad, P, & Kern, R. eds. The Sociology of Health and Illness: Critical Perspectives.
New York: St Martin’s Press, (1981).
[173] Breilh, J. Epidemiologia Economia Medicina y Politica. Mexico City, Mexico: Distrib‐
uciones Fontamara, (1988). th edition; 1st edition published in 1979 by Universidad
Central del Ecuador).
[174] Eyer, J, & Sterlin, P. Stress-related mortality and social organization. Rev Radical Pol
Econ. (1977). , 9, 1-44.
[175] Navarro, V. Crisis, Health, and Medicine: A Social Critique. New York: Tavistock,
(1986).
[176] Tesh, S. N. Hidden Arguments: Political Ideology and Disease Prevention Policy. New
Brunswick, NJ: Rutgers University Press, (1988).
[177] Sanders, D. The Struggle for Health: Medicine and the Politics of Underdevelopment.
Houndsmill, Basingstoke, Hampshire, and London: Macmillan, (1985).
[178] Turshen, M. The Politics of Public Health. New Brunswick, NJ: Rutgers University
Press, (1989).
[179] Krieger, N. Theories for social epidemiology in the 21st century: An ecosocial perspec‐
tive. Int J Epidemiol. (2001). , 30, 668-677.
[180] Link, B. G, & Phelan, J. C. Editorial: understanding sociodemographic differences in
health- the role of fundamental social causes. Am J Public Health. (1996). , 86, 471-473.
[181] Dart, J. Australia’s disturbing health disparities set Aboriginals apart. Bull World
Health Organ. (2008). , 86, 245-247.
[182] Office for National StatisticsFocus on religion, (2001). Available at: http://
www.ons.gov.uk/ons/rel/ethnicity/focus-on-religion/edition/index.html.Accessed
July 31, 2012.
[183] Bukhari, Z. H. Demography, identity, space: defining American Muslims. In: Strum P,
Tarantolo D, eds. Muslims in the United States. Washington, DC: Woodrow Wilson
International Center for Scholars; (2003). , 2003, 7-21.
[184] Razzak, J. A, Khan, U. R, Azam, I, et al. Health disparities between Muslim and non-
Muslim countries. East Mediterr Health J. (2011).
[185] Charasse-pouele, C, & Fournier, M. Health disparities between racial groups in South
Africa: A decomposition analysis. Soc Sci Med. (2006). , 62, 2897-2914.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
77
[186] Bradshaw, D, Matiseng, K, & Nannan, N. Health status and determinants. In: Ntuli A,
Crisp N, Clarke E, Barron P, eds. South African health review 2000. Health System
Trust, (2001).
[187] Burgard, S. Race and pregnancy-related care in Brazil and South Africa. Soc Sci Med.
(2004). , 59(6), 1127-1146.
[188] Gennaro, S. Overview of current state of research on pregnancy outcomes in minority
populations. Obstet Gynecol. (2005). SS10., 3.
[189] Centers for Disease Control and PreventionAchievements in public health, 1900-1999:
healthier mothers and babies. MMWR Morb Mortal Wkly Rep. (1999). , 48, 849-58.
[190] Murphy, S. L, Xu, J, & Kochanek, K. D. Deaths: Preliminary data for 2010. National Vital
Statistics Reports. (2012). , 60(4), 1-69.
[191] Centers for Disease Control and PreventionState-specific maternal mortality among
black and white women: United States, 1987-1996. MMWR Morb Mortal Wkly Rep.
(1999). , 48, 492-6.
[192] Demissie, K, Rhoads, G, Ananth, C, et al. Trends in preterm birth and neonatal mortality
among blacks and whites in the United States from 1989 to 1997. Am J Epidemiol.
(2001). , 154, 307-15.
[193] Lang, J, Lieberman, E, & Cohen, A. A comparison of risk factors for preterm labor and
term small for gestational age birth. Epidemiology. (1996). , 7, 369-76.
[194] Malcoe, L, Shaw, G, Lammer, E, & Herman, A. The effect of congenital anomalies on
mortality risk in white and black infants. Am J Public Health. (1999). , 89, 887-92.
[195] Zhang, H, & Bracken, M. Tree-based, two-stage risk factor analysis for spontaneous
abortion. Am J Epidemiol. (1996). , 144, 989-96.
[196] Dorfman, S. Ectopic pregnancy surveillance. MMWR Morb Mortal Wkly Rep. (1983). ,
32, 19-21.
[197] Barfield, W, Wise, P, Rust, F, Rist, K, Gould, J, & Gortmaker, S. Racial disparities in
outcomes of military and civilian births in California. Arch Pediatr Adolesc Med.
(1996). , 150, 1062-1067.
[198] Polednak, A. Black-white differences in infant mortality in 38 standard metropolitan
statistical areas. Am J Public Health. (1991). , 81, 1480-2.
[199] Cabral, H, Fried, L. E, Levenson, S, Amaro, H, & Zuckerman, B. Foreign-born and US-
born black women: differences in health behaviors and birth outcomes. Am J Public
Health. (1990). e72.
[200] David, R, & Collins, J. Disparities in infant mortality: what’s genetics got to do with it?
Am J Pub Health. (2007). e1197.
[201] Dominguez, T. P. Race, racism, and racial disparities in adverse birth outcomes. Clin
Obstet Gynecol. (2008). e370.
Preterm Birth78
[202] Hogan, V. K, & Ferre, C. D. The social context of pregnancy for African American
women: Implications for the study and prevention of adverse perinatal outcomes.
Matern Child Healt J. (2001). , 5, 67-69.
[203] Feldman, P. Dunkel Schetter C, Woo G, Hobel CJ. Socioeconomic status and ethnicity
in psychosocial processes during pregnancy. Ann Behav Med. (1997). S039.
[204] Krieger, N, Rowley, D, Herman, A. A, Avery, B, & Phillips, M. T. Racism, sexism, and
social class: Implications for studies of health, disease, and well-being. Am J Prev Med.
(1993). , 9, 82-122.
[205] Dominguez, T. Racial differences in birth outcomes. Health Psychol. (2008). , 27,
194-203.
[206] Ruiz, R. J, Fullerton, J, & Dudley, D. J. The interrelationship of maternal stress, endo‐
crine factors and inflammation on gestational length. Obstet Gynecol Surv. (2003). , 58,
415-428.
[207] Mclafferty, S, & Tempalski, B. Restructuring and women’s reproductive health:
Implications for low birth weight in New York City. Geoforum. (1995). , 6, 309-323.
[208] Nkansah-amandra, S, Luchok, K. J, Hussey, J. R, Watkins, K, & Liu, X. Effects of
maternal stress on low birth weight and preterm birth outcomes across neighborhoods
of South Carolina, 2000-2003. Matern Child Health J. (2010). , 14, 215-226.
[209] Health Resources and Services AdministrationHealthy Start. Available at: http://
mchb.hrsa.gov/programs/healthystart/index.html.Accessed May 17, (2012).
[210] Alderdice, F, Lynn, F, & Lobel, M. A review and psychometric evaluation of pregnancy-
specific stress measures. J Psychosom Obst Gyn. (2012). , 33(2), 62-77.
[211] Goldberg, D. The Detection of Psychiatric Illness by Questionnaire: A Technique for
the Identification and Assessment of Non-Psychotic Psychiatric Illness. London:
Oxford University Press; (1972).
[212] Goldberg, D. P, & Williams, P. A User’s Guide to the GHQ. Windsor, NFER-Nelson,
(1988).
[213] Cook, M, Young, A, Taylor, D, & Bedford, A. Personality correlates of psychological
distress. Pers Indiv Differ. (1996). , 20, 313-319.
[214] Ivkovic, V, Vitart, V, Rudan, I, et al. The Eysenck personality factors: Psychometric
structure, reliability, heritability and phenotypic and genetic correlations with psycho‐
logical distress in an isolated Croatian population. Pers Indiv Differ. (2007). , 42,
123-133.
[215] Ploubidis, G, Abbott, R, Huppert, F, Kuh, D, Wadsworth, M, & Croudace, T. Improve‐
ments in social functioning reported by a birth cohort in mid-adult life: A person-
centered analysis of GHQ-28 social dysfunction items using latent class analysis. Pers
Indiv Differ. (2007). , 42, 305-316.
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
79
[216] Jackson, C. The General Health Questionnaire. Occup Med-C. (2007).
[217] Alhamad, A, & Al-faris, E. A. The validation of the general health questionnaire
(GHQ-28) in a primary care setting in Saudi Arabia. J Family Community Med. (1998). ,
5(1), 13-19.
[218] Quek, K. F, Low, W. Y, Razack, A. H, & Loh, C. S. Reliability and validity of the General
Health Questionnaire (GHQ-12) among urological patients: a Malaysian study.
Psychiatry Clin Neurosci. (2001). , 55(5), 509-13.
[219] Werneke, U, Goldber, D. P, Yalcin, I, & Ustun, B. T. The stability of the factor structure
of the General Health Questionnaire. Psychol Med. (2000). , 30, 823-829.
[220] Goldberg, D. P, Gater, R, Satorius, N, et al. The validity of two versions of the GHQ in
the WHO study of mental illness in general health care. Psychol Med. (1997). , 27,
191-197.
[221] Cohen, S, Kamarck, T, & Mermelstein, R. A global measure of perceived stress. J Health
Soc Behav. (1983). , 24(4), 385-396.
[222] Cohen, S, & Williamson, G. M. Perceived stress in a probability sample of the United
States. In: Spacapan S, Oskamp S, eds. The Social Psychology of Health. Newbury Park,
CA: Sage; (1988). , 1988, 31-67.
[223] Cole, S. R. Assessment of differential item functioning in the Perceived Stress Scale-10.
J Epidemiol Community Health. (1999). , 53, 319-320.
[224] DiPietro JAHilton SC, Hawkins M, Costigan KA, Pressman EK. Maternal stress and
affect influence fetal neurobehavioral development. Dev Psychol.(2002).
[225] Roesch, S. C. Dunkel Schetter C, Woo G, Hobel CJ. Modeling the types and timing of
stress in pregnancy. Anxiety Stress Copin. (2004). , 17, 87-102.
[226] Hawkins, M. DiPietro JA, Costigan KA. Social class differences in maternal stress
appraisal during pregnancy. Ann N Y Acad Sci. (1999). , 896, 439-441.
[227] Monk, C, Leight, K. L, & Fang, Y. The relationship between women’s attachment style
and perinatal mood disturbance: Implications for screening and treament. Arch
Womens Ment Health. (2008). , 11, 117-129.
[228] Van den Bergh BRThe influence of maternal emotions during pregnancy on fetal and
neonatal behavior. J Prenat Perinat Psychol Health. (1990). , 5, 119-130.
[229] Rini, C. K. Dunkel Schetter C, Wadhwa PD, Sandman CA. Psychological adaptation
and birth outcomes: The role of personal resources, stress, and sociocultural context in
pregnancy. Health Psychol. (1999).
[230] Mancuso, R. A, Schetter, C. D, Rini, C. M, Roesch, S. C, & Hobel, C. J. Maternal prenatal
anxiety and corticotropin-releasing hormone associated with timing of delivery.
Psychosom Med. (2004). , 66, 762-769.
Preterm Birth80
[231] Dominguez, T. P, Schetter, C. D, Mancuso, R, Rini, C. M, & Hobel, C. Stress in African
American pregnancies: Testing the roles of various stress concepts in prediction of birth
outcomes. Ann Behav Med. (2005). , 29, 12-21.
[232] Gurung RARDunkel Schetter C, Collins N, Rini C, Hobel CJ. Psychosocial predictors
of prenatal anxiety. J Soc Clin Psychol. (2005). , 24, 497-519.
[233] Alderdice, F, & Lynn, F. Factor structure of the prenatal distress questionnaire.
Midwifery. (2011). , 27(4), 553-559.
[234] Lobel, M, Devincent, C. J, Kaminer, A, & Meyer, B. A. The impact of prenatal maternal
stress and optimistic disposition on birth outcomes in medically high-risk women.
Health Psychol. (2000). , 19, 544-553.
[235] Gennaro, S, Shults, J, & Garry, D. J. Stress and preterm labor and birth in Black women.
J Obstet Gynecol Neonatal Nurs. (2008). , 37, 538-545.
[236] Pluess, M, Bolten, M, Pirke, K. M, & Hellhammer, D. Maternal trait anxiety, emotional
distress, and salivary cortisol in pregnancy. Biol Psychol. (2010). , 83, 169-175.
[237] Orr, S. T, James, S. A, & Casper, R. Psychosocial stressors and low birth weight:
Development of a questionnaire. J Dev Behav Pediatr. (1992). , 13, 343-347.
[238] Hulka, B. S. Overview of biological markers. In: Hulka BS, Griffith JD, Wilcosky TC,
eds, Biological markers in epidemiology. New York: Oxford University Press; (1990). ,
1990, 3-15.
[239] Obel, C, Hedegaard, M, Henriksen, T. B, Secher, N. J, Olsen, J, & Levine, S. Stress and
salivary cortisol during pregnancy. Psychoneuroendocrino. (2005). , 30, 647-656.
[240] Giurgescu, C. Are maternal cortisol levels related to preterm birth? JOGNN. (2009). ,
38, 377-390.
[241] Pitiphat, W, Gillman, M. W, Joshipura, K. J, Williams, P. L, Douglass, C. W, & Rich-
edwards, J. W. Plasma c-reactive protein in early pregnancy and preterm delivery. Am
J Epidemiol. (2005). , 162(11), 1108-1113.
[242] Nater, U. M, Rohleder, N, Gaab, J, et al. Human salivary alpha-amylase reactivity in a
psychosocial stress paradigm. Int J Psychophysiol. (2005). , 55, 333-342.
[243] Mayeux, R. Biomarkers: Potential uses and limitations. NeuroRx. (2004). , 1, 182-188.
[244] Gordis, L. Epidemiology and public policy. In: Epidemiology (Gordis L, ed), Philadel‐
phia: W.B. Saunders, (1996). , 247-256.
[245] Harville, E. W, Gunderson, E. P, Matthews, K. A, Lewis, C. E, & Carnethon, M. Pre-
pregnancy stress reactivity and pregnancy outcome. Paediatr Perinat Epidemiol.
(2010).
Preterm Birth and Stressful Life Events
http://dx.doi.org/10.5772/54978
81

